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LTHOUGH Fauvel,! in 1843, attributed the api- 
cal presystolic murmur to stenosis of the mitral 
valve, Duroziez’s? description — ‘‘ffout-tata-rou”’— 
in 1862 has been considered as the classic ausculta- 
tory sign. Since then, numerous observations and 
studies have confirmed the original concepts, and 
modifications have been added. 

A few additional observations are herewith re- 
ported, with particular reference to the so-called 
“presystolic crescendo murmur.” We_ have ob- 
served by means of the phonocardiographic technic 
that auscultatory presystolic murmurs may at 
times be an auscultatory illusion owing to certain 
variations in the first heart sound. Although our 
series is small, we consider these observations per- 
tinent to an accurate clinical evaluation of this 
physical finding. 


Previous STUDIES 


A presystolic murmur at the apex is generally 
regarded as evidence of mitral stenosis. It has been 
considered as a pathognomonic sign of such val- 
vular disease, either when found alone or in associa- 
tion with a mid-diastolic rumble.? Some observers‘ 
believe that in lesser degrees of mitral stenosis, the 
presystolic murmur may actually be an earlier sign 
than the mid-diastolic murmur. On the other hand, 
Bland, White and Jones®: ® suggested that a mid- 
diastolic murmur does not necessarily indicate 
organic mitral stenosis. They noted that the mid- 
diastolic murmur disappeared as cardiac size re- 
turned to normal and attributed this murmur to 
dilatation of the left ventricle. 

The presystolic murmur is commonly described 
as having a rapidly increasing intensity, wi 
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so-called crescendo effect. It is associated with 
auricular systole, which increases the velocity of 
blood flow through the stenosed mitral opening, 
whereas the mid-diastolic murmur generally begins 
with the opening of the mitral valve (fourth com- 
ponent of the second sound).? 

Phonocardiography has shown that the crescendo 
character of the presystolic murmur is an incon- 
stant phenomenon, as reported by Johnston® and 
Battro and Braun-Menendez.? Quite often, . the 
mid-diastolic murmur is registered with a dimin- 
uendo character, actually disappearing just prior 
to the first heart sound. In fact, the presystolic 
murmur may not be audible in all cases of mitral 
stenosis, especially when the auricular contraction 
is feeble. The reason for this effect is that the 
velocity of blood flow through the stenosed mitral 
valve is greatly diminished, and the resultant pitch 
of the murmur falls below the threshold of audibility. 
Reid,!° in a survey of autopsy findings at the Boston 
City Hospital in 1921, found 8 cases of mitral 
stenosis in which a presystolic murmur had not 
been heard during life, whereas 2 other patients 
exhibited a presystolic murmur but failed to show 
any organic lesion in the mitral valve. In 1895 
Phear" described 46 cases with presystolic murmur 
in which no mitral lesion was found at post-mortem 
examination. They were aortic regurgitation in 
17, adherent pericarditis in 20 and dilated heart 
in 9. 

A more controversial point is the cause of the 
presystolic murmur. Mackenzie was the first 
to notice its disappearance in auricular fibrillation. 
From this observation, and from its relation to 
both the “a” wave of the jugular ‘phlebogram and 
the “P” wave of the electrocardiogram, it was 
concluded that auricular contraction was the cause. 


- However, the fact that its crescendo character is 


inconstant and that crescendo murmurs have also 

been observed in auricular fibrillation itself has 

led others even to doubt the role of auricular con- 

traction in its production.’*!5 Reid,’® in 1921, 
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described a modification of the first sound that he 
believed to be due to an early systolic murmur that 
gave the impression of a presystolic murmur ending 
in a sharp first sound. Cossio and Berconsky" noted 
on the phonocardiogram either an early systolic 
murmur initiating the first-sound complex or a 
low coarse wave. They interpreted the latter, in 
mitral stenosis, as due to the precordial impact of 
the cardiac apex during the initial phase of ventric- 


| 


PT 


Ficure 1. Presystolic Murmur in Mitral Stenosis. 


Phonocardiograms taken over the apex in 3 cases of mitral 
stenosis and insufficiency, show the systolic, mid-diastolic and 
presystolic murmurs. The last starts definitely before the elec- 
trocardiograph:c Q wave. The presystolic murmur shows no 
crescendo character in the upper tracing, slight crescendo in the 
middle tracing and more definite crescendo in the lower tracing. 
In all cases the first sound itself is markedly accentuated. 


ular systole, in view of the delayed closure of the 
auriculoventricular valves. Furthermore, several 
observers detected identical auscultatory findings 
in persons with normal hearts. In 1909 Sewall!® 
stated that “in the structurally normal heart, es- 
pecially in conditions of circulation excitement, 
the first sound frequently begins with crescendo 
tone, simulating closely the faint and brief presys- 
tolic murmur or acute accent initiating the first 
sound in mitral stenosis.” Irons and Jennings'® 
reported 4 cases in which a clinical diagnosis of 
mitral stenosis was made because of a presystolic 
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murmur, all the patients having normal hearts at 
autopsy. Bramwell and Ellis?® examined 192 ath. 
letes at the Amsterdam Olympics in 1931 and dig 
covered in 12 long-distance runners a first soung 
indistinguishable from a presystolic murmur and 
accentuated first sound. 

According to White,” “‘marked accentuation ang 
slurring of the first sound, such as not infrequently 
occurs in an overactive heart may give a semblane 
of a slight presystolic murmur and cause an ep 
roneous diagnosis of mitral stenosis to be made, 
when excitement, exertion, some nervous factor, 
as neurocirculatory asthenia, or thyrotoxicosis 
is responsible.”” Furthermore, he regards the aud 
tory illusion of a crescendo character of the presys. 
tolic accentuation of the mitral diastolic murmy 
as ‘due to the combined presence of a sudden ac. 
centuation of a murmur that has largely died away 
and the sharp first heart sound that terminate 
it.”” This is illustrated in Figure 1. 

Reid” tried to classify presystolic murmurs into 
two types: the true and the false. The first type, 
he states, is the one that has always been interpreted 
as due to auricular systole in mitral stenosis, It 
is low pitched, not definitely crescendo, and is 
simply an accentuation of an earlier diastolic mur. 
mur. On the other hand, the false type is usually 
a crescendo murmur of early ventricular systole. 
This is the one more frequently noted, since it may 
be heard both in cases of mitral stenosis and in 
normal hearts. It is loud, rough and out of pro 
portion to the strength of auricular systole and 
presents no gap before the first sound. 

In addition, a variety of auscultatory phenomena 
may exist whose unusual combinations may give 
rise to an acoustic impression of a_presystolic 
crescendo murmur, such as those described by 
Taquini, Massell and Walsh” and by Luisada and 
Montes.” 


PRESENT STUDIES 


The present series consists of 8 patients, all of 
whom were thought to have a presystolic apical 
murmur, and yet phonocardiography failed to 
corroborate this auscultatory interpretation. In- 
stead, certain variations of the first sound were 
noted, which could well explain the auscultatory 
error. In most of these cases, the murmur was 
clinically described as definitely crescendo. As 
a result, in 7 patients with a positive or probable 
history of rheumatic fever the diagnosis of mitral 
stenosis was either considered or actually made, 
particularly when this murmur was associated with 
an earlier diastolic component. In the sole nor 
rheumatic case, the presystolic murmur was if 
terpreted as an Austin-Flint murmur in_ aortic 
insufficiency of syphilitic nature. 

The cases may be divided into three groups, based 
on their final clinical diagnoses. The first group 
(Case 1, 2 and 3) consisted of patients who definitely 
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had valvular disease. Two had rheumatic heart 
disease with predominant aortic regurgitation and 
mitral regurgitation ; the other was a case of 
wphilitic aortitis with aortic insufficiency. In the 
) rheumatic cases the associated apical diastolic 
murmur with what was believed to be a presystolic 
crescendo led to the additional diagnosis of mitral 
stenosis. Without a presystolic element, the dias- 
tolic murmur itself would not have suggested: 
mitral stenosis, in view of the possibility of its being 
an Austin-Flint murmur. On the other hand, in 
the third case, a suspected Austin-Flint murmur 
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because of a presystolic murmur that was believed 
to be present. No mid-diastolic murmur was heard. 
The phonocardiograms, however, disclosed no pre- 
systolic murmur. The cardiac status in both cases 
was then declared normal. 

The phonocardiograms were taken with the San- 
born Tribeam Phonocardiograph, both the stetho- 
scopic and the logarithmic microphones and the 
large open-bell chest piece being used. The sub- 
jects were examined in the supine position, and 
the phonocardiograms taken while the breath was 
held in mid-expiration. For reference tracings, 


failed to be confirmed by subsequent phonocardio- 
grams. 

The second group (Case 4, 5 and 6) comprised 
patients with congenital cardiovascular anomalies: 
coarctation of the aorta in 1, subaortic stenosis in 
another, and an undetermined anomaly as an ele- 
ment of Marfan’s syndrome in the third. In addition, 
they were all thought to have associated rheumatic 
mitral stenosis because of the presence of an apical 
diastolic murmur with the so-called presystolic 
crescendo. It is interesting to note that the post- 
mortem findings in the last case showed no valvular 
lesion at all; instead, an aneurysm of the ascending 
aorta was discovered. 

_ The third group (Case 7 and 8) illustrates cases 
im which a diagnosis of mitral stenosis was made 


A B 
Ficure 2. Cases of Valoular Heart Disease. 


Stethoscopic (upper) and logarithmic (lower) phonocardiograms taken at the apex, with simultaneous re- 

cording of the jugular phlebogram and Lead 2 electrocardiogram. In A (Case 1), B (Case 2) and C (Case 3) 

there are systolic and diastolic murmurs but no presystolic crescendo murmur. Instead, the first sound has 

a crescendo configuration. In addition, a systolic gallop is present in B (Case 2), and a wide splitting of 
the first sound in C (Case 3). 


electrocardiographic Lead 2 and either the: right 
jugular phlebogram or the apex cardiogram were 
registered simultaneously with the phonocardio- 
gram. 

It can thus be seen that three types of phono- 
cardiographic registration have been employed in 
this study — namely, linear, stethoscopic and log- 
arithmic.?: 25 The linear phonocardiogram or apex 
cardiogram represents graphically the mechanical 
vibrations set up by cardiac action as they exist 
on the surface of the patient’s chest. The stetho- 
scopic phonocardiogram registers the cardiac sound 
vibrations as they are presented to the ears of an 
observer by an average acoustic stethoscope. 
Finally, the logarithmic phonocardiogram is the 


graphic registration of the cardiac sound vibrations 
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as they are perceived by the average observer of 
normal hearing when an average acoustic stetho- 
These phonocardiographic 
technics enable one to register and analyze all 


scope is employed. 


existing cardiac sound vibrations of both low and 
high frequency. Logarithmic phonocardiography, 
however, is the actual representation of what should 
be perceived on clinical auscultation. 


CasrE REPORTS 


Case 1. J. D., a 14-year-old boy, had a clinical diagnosis 
of rheumatic heart disease, aortic regurgitation, mitral 
regurgitation, and probable mitral stenosis. At the age 
of 4 years, he had his initial attack of rheumatic fever with 
polyarthritis. This recurred a year and a half prior to the 
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the cause of the auscultatory illusion of a presystolic o» 
cendo murmur, 


Case 2. C. K., a 16-year-old girl, had rheumatic heer 
disease, aortic and mitral regurgitation and probable mit 
stenosis. In addition, a suspicion of an auricular septal defy 
was considered because of a Grade II to III systolic MurM 
over the pulmonic area. Her first rheumatic-fever epigg, 
had occurred at the age of 8 years. On physical examinatig 
she was found to be underweight and underdeveloped, The 
was a noticeable bulging of the left precordium. The hep 
was enlarged to the left. No thrill was felt. At the ape, 
Grade II systolic murmu. and a Grade I presystolic mur, 
were described. Likewise, a Grade II aortic diastolic murm, 
was noted along the left sternal border. X-ray examinaty 
revealed a moderately enlarged heart, particularly the righ 
ventricle, with a somewhat dilated pulmonary artery, 

The phonocardiograms (Fig. 2B) disclosed both systgj 
and diastolic murmurs over all auscultatory areas, and, 


Figure 3. Congenital Cases. 


These are simultaneously recorded stethoscopic (upper) and logarithmic (lower) phonocardiograms with 

jugular phlebograms and Lead 2 electrocardiograms. In A (Case 4) note the crescendo configuration and 

splitting of the first sound, better shown in the logarithmic tracing; also, a definite third sound is registered. 

In B (Case 5) an auricular gallop (AG) closely precedes the first sound, which is prolonged and with an early 

crescendo configuration. In C (Case 6) the first sound is crescendo in configuration; the split second sound 
is well shown in the logarithmic tracing. 


present admission. He had never had any congestive 
failure. Physical examination revealed a slightly enlarged 
heart, with a rate of 80 per minute and a blood pressure of 
105/65. No thrill was felt. At the apex, the first sound was 
masked by a Grade III systolic murmur. A long diastolic 
rumble with presystolic crescendo was described. There 
was also a Grade II aortic diastolic murmur. 

The phonocardiograms (Fig. 24) at the apex showed a 
prominent systolic murmur, and a murmur throughout 
diastole but without any presystolic crescendo. The dias- 
tolic murmur was more distinctly registered logarithmically 
than stethoscopically. However, the first sound had a cres- 
cendo configuration, clearly shown in both the stethoscopic 
and the logarithmic phonocardiograms. ‘The first sound 
definitely began after the electrocardiographic Q wave, as 
is normal for the first sound; a presystolic murmur precedes 
the Q wave. This variation in the first sound must have been 


systolic apical gallop. No presystolic crescendo was show! 
The first sound assumed a crescendo configuration, startitg 
after the electrocardiographic Q wave. Further investigatiom 
showed that the apical diastolic murmur was transmitté 
from the aortic region. Thus, the diagnosis of mitral stenoss 
was seriously doubted. 


Case 3. C. S., a 43-year-old man, had syphilitic heat 
disease with aortic insufficiency. There was no history 
rheumatic fever. On physical examination, the heart wa 
borderline in size by percussion. The second aortic soul 
was more intense than the second pulmonic sound. Alot 
the third and fourth left interspaces close to the sternal border, 
a Grade I early diastolic murmur was heard. Over the ape 
although no definite mid-diastolic murmur was noted, # 
presystolic crescendo murmur was described. The bl 
pressure was 140/70. 
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The phonocardiograms at the apex (Fig. 2C) disclosed 

resystolic murmur at all. Instead, the first sound was 
we atiy split, with a typical crescendo configuration of its 
omponent elements, beginning after the electrocardio- 


graphic Q wave. 


Case 4. S. K., a 22-year-old man, had a diagnosis of 
probable congenital subaortic stenosis, in view of an aortic 
thrill and a harsh aortic systolic murmur dating back to an 
early age. On physical examination, the heart was found to 
be only slightly enlarged. At the apex, two extra sounds or 
short murmurs were described in diastole — one protodias- 
tolic, and the other presystolic. A question of rheumatic 
heart disease was thus considered, with probable mitral- 
valve involvement. 

Phonocardiograms (Fig. 34) revealed that the protodias- 
tolic element was actually a third sound, whereas the pre- 
systolic element was in reality part of the first heart sound. 
Because the first sound was split, with its latter element of 


FIRST HEART SOUND — ALIMURUNG, RAPPAPORT AND SPRAGUE 


635 


heard in all areas. Over the base, a high-pitched diastolic 
murmur was also noted. The congenital cardiac anomaly 
was not defined during life. However, associated rheumatic 
disease of the mitral valve was suspected, in view of the 
apical findings on auscultation. The patient later went into 
uncontrollable congestive failure. Subsequent post-mortem 
examination failed to show any mitral lesion, and the only 
cardiovascular findings were a markedly hypertrophied and 
dilated heart, and an aneurysm of the ascending aorta. 

The phonocardiograms in this case (Fig. 3C) revealed that 
although there was a diastolic apical murmur, it was actually 
diminuendo in character. However, the first sound itself had 
a crescendo configuration, explaining the crescendo effect 
on auscultation. 


Case 7. J. C., a 16-year-old boy, was thought to have 
mitral stenosis because of an accentuated first apical sound 
and a presystolic murmur, in addition to a so-called “mitral- 
shaped heart” on x-ray study. However, no left auricular 


greater intensity than the earlier one, an auscultatory il- 
lusion of a presystolic crescendo murmur was produced. This 
is better illustrated in the logarithmic phonocardiogram, 
which represents what was actually heard. 


Case 5. V. K., a 47-year-old woman, had coarctation of 
the aorta. She also had rheumatic heart disease, mainly 
aortic regurgitation. An additional diagnosis of mitral stenosis 
was considered because of an accentuated first apical sound 
and a presystolic murmur. X-ray examination showed a 
slightly enlarged heart, with slight notching of the ribs. 

onocardiography (Fig. 3B) revealed an auricular gallop 
followed by a prolonged first sound. In view of the close 
Proximity of the auricular gallop to the first sound and the 
prolongation of the latter, an auscultatory illusion of a pre- 
systolic murmur was produced. Again, the logarithmic 
phonocardiogram showed a crescendo configuration of the 
first sound. 


Case 6. V.B., a 25-year-old woman, had Marfan’s syndrome 
with arachnodactyly, bilateral dislocation of the lenses oculi 
and various heart findings. The heart was markedly enlarged, 
with a heaving impulse that shook both the patient and the 
bed. At the apex, a diastolic thrill was felt and a Grade 
III to IV diastolic murmur with a presystolic crescendo was 
described. A systolic murmur of minimal intensity was 


Figure 4. Normal Cases. 


These are simultaneous phonocardiograms, phiebograms and Lead 2 electrocardiograms. The upper phono- 
cardiograms are stethoscopic, and the lower ones are logarithmic. In A (Case 7), as well as in B (Case 8), 
the first sound has a crescendo configuration. In addition, it ts split and prolonged in B (Case &). 


enlargement was reported. On the other hand, bilateral 
pleural effusion and pericardial fluid were noted. Systolic 
murmurs at both apex and base were also described. 

Phonocardiograms (Fig. 44) disclosed no presystolic 
murmur at all. The first sound itself, however, had a cres- 
cendo configuration. ‘ 


Case 8. E. M., a 34-year-old woman, had a diagnosis of 
probable rheumatic heart disease with slight mitral stenosis. 
Two of her children had rheumatic fever. On physical ex- 
amination, she was pale and thin. Her heart was not enlarged. 
Auscultation revealed what was described as a short pre- 
systolic murmur. In view of this finding, her complaints of 
hemoptysis and slight elevation of temperature were con- 
sidered as possible manifestations of low-grade rheumatic- 
fever activity. 

However, the phonocardiograms (Fig. 4B) clearly showed 
no presystolic murmur at all. Instead, the first apical sound 
was split and prolonged, the later elements of the split sound 
being of greater intensity than the earlier ones. In the ab- 
sence of any definite presystolic murmur, the diagnosis of 
mitral stenosis was abandoned. The whole clinical picture 
was then attributed to pulmonary tuberculosis, which was 
further substantiated by the fact that the fever was typically 
nocturnal and that her husband was tuberculous. 
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SUMMARY AND CONCLUSIONS 


Eight cases in which a presystolic murmur was 
considered present by clinical auscultation but was 
not confirmed by phonocardiographic technic are 
presented. 

This auditory illusion was due to several forms 
of variation of the first heart sound, in all of which 
the whole sound complex assumed a crescendo 
configuration. These variations consisted in pro- 
longation of the sound with its later elements of 
unusual intensity, splitting of the sound in such 
a fashion that the second element was more intense 
than the first and prolongation of the sound as- 
sociated with an auricular gallop coming very close 
to the first sound. In all these variations, however, 
the first sound always started after the electro- 
cardiographic Q wave. 

Knowledge of such cardiac sound variations is 
important when one considers that they may pro- 
duce an auditory illusion leading to serious diag- 
nostic error in that the so-called presystolic cres- 
cendo murmur at the apex is indicative of organic 
mitral stenosis. Our clinical cases definitely show 
that such an error has been made. 

It is for this reason that caution in the inter- 
pretation of this physical finding is emphasized, 
particularly in the uncharacteristic cases in which 
the murmur may be rather short and faint and in 
which there are no other convincing evidences of 
mitral stenosis. In such cases a careful phonocardio- 
graphic study is most helpful for a correct clinical 
diagnosis. 
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UNSUSPECTED TRAUMA TO THE HEART DURING INTRATHORACIC SURGERY* 


TRAUMA TO HEART — RUPRECHT AND ADELMAN 


ArcuiBaLp L. Ruprecut, M.D.,} ArtHur Apetman, M.D.t 


CLEVELAND, OHIO 


N RECENT decades, cardiac wounds have been 

carefully studied both in the laboratory!* and 
at the bedside.** An entity has evolved in which 
we wish to stimulate new interest by a report of 
2 cases of inadvertent damage to the heart during 
surgical procedures on other thoracic viscera. In 
each case the injury was fatal, but the signs of 
cardiac contusion went unidentified. In view of 
the increasing number of intrathoracic operations 
being performed, these examples of accidental 
trauma to the heart merit attention. We are un- 
aware of a description of similar cases, but suspect 
that less disastrous wounds account for some of 
the cardiac arrhythmias reported after pneumonec- 
tomy and lobectomy.*"" 


REporTs 


Case 1 (L. H. H. 116985).§ A 63-year-old man had a dif- 
fusely infiltrating carcinoma of the stomach without demon- 
strable metastases. The only abnormality of the cardio- 
vascular apparatus was moderate arteriosclerosis of the pe- 
ripheral arteries. A general anesthetic was administered on 
January 20, 1947, and a total gastrectomy was performed 
through a thoracoabdominal incision. Throughout the 
rocedure, the patient was turned on the right side and 
inclined about 15° posteriorly from the lateral position. 

The technic of resection was that of postcolic anastomosis. 
There was difficulty in suturing the esophagus to the jejunum, 
and to provide adequate exposure of the tissues, the dia- 
phragm was retracted vigorously. At some time during the 
application of this force, there was an abrupt onset of 
tachycardia, the heart rate rising from 80 to 120 per minute. 
Except for this transient disturbance, the patient’s operative 
course was uneventful. During resection, a liter of whole 
blood and an equal amount of physiologic saline solution 
were administered intravenously. 

When returned to the ward, the patient was in good con- 
dition, but within 4 hours he developed the signs of circulatory 
collapse: the blood pressure fell from the normal level of 
120/80 to 70/56, and the heart rate rose to 130 per 
minute. The reason for shock was obscure, physical ex- 
amination providing no clues and nothing remarkable being 
revealed by a radiogram of the chest taken in the upright 
position. The patient rallied when given a transfusion of 
500 cc. of whole blood, but throughout the Ist postoperative 
night, he was apprehensive and complained of breathless- 
ness and a sensation of pressure on the chest. He was pro- 
vided with an oxygen tent and sedated with morphine. 

On the following morning, he described severe substernal 
pain, and for the first time, an irregularity of the pulse was 
noted. The blood pressure was 100/70, the heart rate 
100, and the respiratory rate 26. Throughout the ensuing 
day, the patient’s condition remained precarious, but no 
change in the physical findings was detected. 

Despite a transient return of blood pressure to normal 
on the 2nd postoperative morning, the patient’s condition 
soon deteriorated, and shock mpupeued: The pulse con- 
tinued to be irregular, but the type of arrhythmia was never 
determined since an electrocardiogram was not taken. Ap- 
prehension increased, and the temperature rose to 103.6°F., 


*From the Departments of Surgery and Pathology, Cleveland City 
Hospital and Western Reserve University. 

TAssistant resident in medicine, Cleveland City Hospital. 

tResident in thoracic surgery, Cleveland City Hospital. 

§We are indebted to Dr. James R. Donaldson and Dr. Rudolf M. Paltauf, 
. the Lenox Hil! Hospital, New York City, for permission to report this 

se, 


the respiratory rate to 44, and the heart rate to 120. Coma 
ensued, and death occurred 53 hours after resection. 

At autopsy (L. H. H. 3922) the pericardial sac was dis- 
tended by several hundred cubic centimeters of partially 
clotted blood. The site of hemorrhage was an injured cor- 
onary vein close to the cardiac apex and on the anterior as- 
pect of the left ventricle. Incision of the subjacent myo- 
cardium disclosed a superficial and poorly delineated purplish- 
red focus measuring 4 mm. in depth and up to eal in 
diameter. The cardiac muscle elsewhere was a uniform 
reddish brown. There was minimal arteriosclerosis of the 
coronary arteries. The heart weighed 390 gm. 

pron <2 sections revealed a contusion limited to 
the outer third of the left ventricular wall. Where the cor- 
onary vein was involved in the injury, its smooth-muscle 
fibers were necrotic and separated by erythrocytes and 
polymorphonuclear leukocytes. In the underlying myo- 
cardium, there were degenerative changes in many of the 
muscle fibers, and between these damaged cells were poly- 
morphonuclear leukocytes, extravasated red blood cells and 
a few lymphocytes. In the deeper portions of the lesion, the 
small blood vessels were engorged, and there were foci of 
extensive interstitial hemorrhage. Sections of heart muscle 
from other regions showed preservation of normal archi- 
tecture. 

The intestinal anastomoses were intact, and all portions 
of the bowel appeared to have been viable. 

Tumor metastases were found in the regional lymph nodes 
and deep within the substance of the liver. 

There were no other significant findings. 


The heart was probably injured during anasto- 


‘mosis of the esophagus and jejunum. The patient’s 


position on the table exposed the anterior aspect 
of the left ventricle to the retracting force used 
during that phase of the operation. The postopera- 
tive course was puzzling, but since no manipulation 
of the heart was recalled, hemopericardium did 
not seem likely. In retrospect, the evidence for 
that diagnosis was either misinterpreted or went 
unnoticed. Prior to circulatory collapse, there was 
no reason to listen for a pericardial rub, and sub- 
sequently, the quality of the heart sounds was 
readily attributed to the precarious state of the 
patient’s circulation. Although taken only an hour 
after onset of shock, the normal radiogram of the 
heart was regarded as proof that effusion was not 
present. It has been taught, however, that the 
parietal pericardium stretches slowly, and when 
an effusion forms rapidly, the heart may be com- 
pressed before enough fluid has accumulated to 
be demonstrable It is 
reasonable to invoke this concept to explain the 
postoperative collapse. As the parietal membrane 
was stretched, the patient’s distress was relieved, 
but when further bleeding occurred, the signs of 
tamponade returned. Although trauma to cardiac 
muscle may cause a fall in blood pressure,*» 
myocardial damage was of secondary importance 
in this case. 
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Casg 2. (C. C. H. 294957). A 44-year-old man had a bron- 
chiogenic carcinoma at the junction of the lingular and left- 
upper-lobe bronchi. The patient gave no history of cardio- 
vascular disease, nor did examination reveal evidence of any. 
On April 29, 1948, left pneumonectomy was performed with 
the patient supine, an anterior incision being used. Anes- 
thesia was maintained with intratracheal ether. 

The chest wall was opened by resection of the anterior 
half of the left fourth rib, and when the mediastinal pleura 
had been incised, dissection of the root of the lung was begun. 
No difficulties were encountered until an attempt was made 
to isolate the inferior pulmonary vein. Much of this vessel 

-had been surrounded by tumor, and to obtain a segment 
suitable for ligation and transection, pericardiolysis was 
necessary. The intrapericardial portion of the vein was over- 
laid by the left auricle, and until the heart was retracted 
anteriorly and toward the opposite side, the vein was in- 
adequately exposed. The ring sponge usually employed for 
this purpose proved ineffective, and use was made of a flat 
metal blade covered with gauze and placed against the an- 
terolateral aspect of the left ventricle. 

Retraction was as gentle as possible, the surgical team 
being aware of the danger in this maneuver, but the heart 
was allowed to beat against the blade for a sufficient length 


Ficure 1. Photomicrograph of the Myocardium Injured During 
Pneumonectomy in Case 2. 


Note the interstitial hemorrhage and degree of myocardial 
fragmentation (hematoxylin and eosin stain x 112). 


of time to dislodge the instrument repeatedly. During this 
interval, the pulse rate increased from 90 to 120 per minute, 
a lesser degree of tachycardia persisting thereafter. Many 
premature contractions also occurred, but these were quickly 
abolished by spraying of the pericardium with a 2 per cent 
procaine solution. The pneumonectomy was readily com- 
pleted. During the operation, a transfusion of 2 liters of 
whole blood was given. 

Except for the disturbance in cardiac action, resection 
was uncomplicated, and the patient appeared to have with- 
stood the procedure well. Postoperative bronchoscopy re- 
vealed a tightly closed bronchial stump. To adjust the 
intrapleural pressure, several hundred cubic centimeters of 
air were aspirated from the left hemithorax, and the trachea, 
previously displaced to the right, returned to the midline. 
Approximately 5 minutes later, respirations and heart beat 
suddenly ceased. Artificial respiration and intracardiac 
administration of epinephrine were of no avail. 

At autopsy (C. C. H. 17536) the incised pericardium lay 
to the side of the heart. The right auricle and ventricle were 
dilated and engorged with blood. Over the anterolateral 
aspect of the left ventricle, the subepicardial fat was hemor- 
rhagic. The underlying muscle was discolored purplish red 
and was softer than elsewhere, this lesion involving from the 
outer fifth to half of the ventricular wall and extending from 
the auriculoventricular groove to within 4 cm. of the cardiac 
apex. In other regions the myocardium was a uniform 
reddish brown. There was slight arteriosclerosis of the cor- 


onary arteries. The heart weighed 450 gm., but there 
no valvular deformities. bs. 

Microscopical sections from the purplish-red focus in th 
left ventricle disclosed an extensive contusion. The § i 
blood vessels were hyperemic, and the pattern of myoni 
fibers was altered by foci of interstitial hemorrhage (Fi 
In the subepicardial muscle, the fibers were fragmented aj 
devoid of cross striations, but in adjacent tissue there a 
less marked alterations consisting of pyknosis of nuclei a 
a granular transformation of sarcoplasm. There was 
infiltration of the myocardium by inflammatory cells. Sectiaa 
from other portions of the heart were not remarkable. * 

Tumor metastases were found in the regional and retro. 
— lymph nodes and within the liver and right adrenal 
gland. 

The left hemithorax was free of air but contained 800 
of bloody fluid. The sutures in the bronchial stump and th 
ligatures about the pulmonary vessels were intact. 

The viscera exhibited passive hyperemia. 

There were no other findings of note. 


Although myocardial injury was indicated by 
the tachycardia that persisted after cardiac re 
traction, this sign of muscle damage was not ap. 
preciated. It was known that the heart had beep 
bruised superficially, but neither the extent of 
injury nor its possible relation to sudden death 
was recognized. The fatal outcome was considered 
due to the shift of the mediastinum that followed 
aspiration of air from the left hemithorax. In view 
of the degree of myocardial damage, however, it is 
difficult to attach cardinal significance to the shift 
that occurred. Asystole and ventricular fibrilla 
tion have been observed after experimental con- 
tusion of the heart,'»* and it is likely that one of 


these disturbances was responsible for the patient's 
death. 


Discussion 


In these cases, the heart was damaged under 
special conditions, but the wounds are comparable 
to those in the literature of traumatic heart dis 
ease. Similar lesions are recognized as complications 
of penetrating and compressing injuries to the 
chest wall.47»'!® Cardiac wounds have a variety 
of sequelae, the best known being some that im- 
plicate the pericardium: hemopericardial tampon- 
ade, serosanguineous effusion and _ pericarditis, 
either fibrinous or purulent.‘ Of interest 
is a case report of pericardial calcification and the 
constriction syndrome following a severe blow to 
the thorax. In general, there is less familiarity 
with the clinical course of patients whose disability 
is due solely to myocardial damage. 

Contusion of heart muscle is responsible for an 
entity of wide latitude, the signs and symptoms 
of these injuries resembling those of myocardial 
infarction. The basis for this parallel is the his 
topathological similarity of the lesions, each ex 
hibiting necrosis of muscle fibers, interstitial hemor- 
rhage, leukocytic infiltration and the formation 
of scar tissue.' A contusion may produce no symp- 
toms!® or only mild precordial discomfort.‘: 
culatory shock or substernal pain may be the 
dominant feature,® ' the picture resembling that 
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ordinarily associated with coronary occlusion. Signs 
of congestive failure may evolve insidiously,'* 2° 
put in some cases pulmonary edema has a rapid 
onset.” The weakness of the heart is usually tran- 
gent, but the patient’s cardiac reserve can be 
rmanently diminished.®» Angina is probably 
, rare sequel, but some of the reported cases are 
dificult to interpret.*®. After myocardial trau- 
ma, the quality of the heart sounds is apt to be 
impaired.’: There may be a gallop rhythm,*: 
and if dilatation of the heart is sufficient to stretch 
, valvular ring, a systolic murmur may be pro- 
duced.® 

The electrocardiographic changes in contusion 
of heart muscle may be those usually considered 
diagnostic of infarction’». 7°: *5. 26; in either event the 
record is only one of the electrochemical changes 
accompanying focal myocardial necrosis. This 
should be borne in mind if a tracing is obtained on 
a patient with cardiac distress after an intra- 
thoracic operation. In such a case a special effort 
should be made to demonstrate the more common 
signs of myocardial damage: progressive alteration 
in T waves on serial records*4; transient slurring 
and notching of the QRS deflection*; and, when 
injury is chiefly to subepicardial muscle, concordant 
elevations of the ST segments.** After a surgical 
procedure in the chest, however, minor changes 
in the electrocardiogram must be interpreted with 
caution. 

Many disturbances in cardiac action have been 
noted after bodily insult. Most post-traumatic 
arrhythmias must be classified merely as changes 
in heart action following injury to the body. A 
few may be related to bruises or tears of the peri- 
cardium as surgeons sometimes observe changes 
in mechanism to accompany pericardiolysis. Dam- 
age to heart muscle probably accounts for a larger 
number, a variety of heart rhythms having been 
noted with myocardial trauma. The list includes 
extrasystolic arrhythmia,?’ auricular flutter,?* auric- 
uloventricular block,® sinus tachycardia! ** and 
auricular fibrillation." 27 Most of these alterations 
develop promptly and are transient. 

Arrhythmias have been noted in a small per- 
centage of persons convalescing from pneumonec- 
tomy and lobectomy.*" Auricular flutter, nodal 
tachycardia, premature auricular beats and auric- 
ular fibrillation have been encountered, and in 
most cases the disturbance has occurred in the 
first postoperative week. In the reports of these 
arrhythmias, inadvertent damage to the heart is 
not mentioned as a possible cause. The inciting 
factors suggested are shift of the mediastinum, anoxia 
of the myocardium and irritation of vagal fibers 
by stitch abscesses in the bronchial stump. A 
further possibility is that reflexes are stimulated 
by operative injury to tissues at the root of the 
lung, division of these structures causing alterations 
in the cardiac rhythm in animal experiments.” 
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A similar effect has been observed in man.?® It 
is difficult to determine the role of such factors in 
postoperative alterations in cardiac action, but 
the obvious possibility of trauma to the heart 
should not be forgotten. 

In the first case reported above, cardiac damage 
was associated with a transient tachycardia and 
an unidentified arrhythmia. In Case 2 extensive 
myocardial contusion was the most likely cause 
of a persistent, rapid heart action. Bailey and Betts!® 
describe the onset of auricular flutter and fibrillation 
in a fifty-five-year-old man five days after right 
pneumonectomy for carcinoma. There is evidence 
that myocardial injury was sustained by this pa- 
tient, for serial changes in the ventricular complex 
are reported. Of additional interest is a statement 
by Massie and Valle" that in 6 cases in which ar- 
rhythmias did not develop after pneumonectomy, 
the patients exhibited physical or electrocardio- 
graphic signs of cardiac difficulty that were not 
present preoperatively. 

The heart may not be bruised frequently during 
operations in the thorax, but an important factor 
in the recognition of cardiac insult is an awareness 
of the possibility. This has been stressed in re- 
ports on patients injured in traffic accidents and 
applies in the type. of case under discussion. A 
diagnosis of cardiac injury should be suspected in 
any patient who maintains an unexplained tachy- 
cardia after an intrathoracic operation or in whom 
an arrhythmia or pericardial friction rub develops. 
It seems important to evaluate circulatory shock, 
chest pain or congestive failure occurring in the 
postoperative period. 

When there is reason for suspicion, a glance at 
the anesthesia sheet from the patient’s operation 
may be rewarding, an abrupt onset of rapid heart 
action suggesting a moment of cardiac insult. In 
the 2 cases presented the onset of tachycardia 
coincided with damage to the heart. If elec- 
trocardiograms are taken before and after operation 
in similar cases, better evidence of cardiac injury 
may be available, especially when precordial leads 
can be studied. 

A few therapeutic considerations deserve mention. 
When sinus rhythm is restored after postoperative 
arrhythmia, quinidine has been recommended as 
prophylaxis against recurrence of the disturbance 
in the convalescent period.’ A plea for its use could 
also be made if extrasystoles or other alterations 
in rhythm were thought to be due to focal damage 
of the myocardium, just as the drug is given to 
protect against ventricular fibrillation when ec- 
topic beats are detected after myocardial infarction. 
If extensive damage to heart muscle could be in- 
ferred from the data, one would be inclined to pro- 
long the period of bed rest. Chiefly, however, the 
treatment of injuries such as these is expectant, 
the emphasis being on prevention. 
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SUMMARY 


Two cases of fatal contusion of the heart during 
surgical procedures on other thoracic viscera are 
reported. These examples of inadvertent cardiac 
damage merit attention in view of the great volume 
of intrathoracic surgery being performed. The 
prevention of such wounds depends upon an aware- 
ness that they are occasionally produced, and to 
favor the recognition of other injuries of this type, 
some aspects of cardiac trauma are reviewed. 
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ANGRENE of the gall bladder is a complete 
necrosis of a portion of the wall in one or more 
areas, and is frequently followed by perforation. 
Since 1844, when James Duncan,! of the Royal 
Infirmary in Edinburgh, reported a case, the clinical 
application of the pathology of this disease has 
been a source of interest and concern to internists 
and surgeons. And particuiarly in recent years 
the question of the proper time for surgical inter- 
vention has been much discussed. 

This paper is a report of 100 consecutive cases 
of acute gangrenous cholecystitis at the Boston City 
Hospital, where the character of the gall bladder 
was adequately described by the surgeon, or the 
specimen clearly reported by the pathologist, or 
where the patient ultimately came to post-mortem 
examination. The pathology had to be quite pre- 
cise to be included in this series. In cases in which 
a cholecystostomy only was done, the character 
of the gall bladder had to be adequately described 
at some length so that no confusion regarding the 
nature of the pathology existed. In short, cases 
in which the operative note failed to supply ade- 
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ACUTE GANGRENOUS CHOLECYSTITIS 
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quate knowledge about the organ were not included 
in. this series. When the organ was removed of 
when the patient came to autopsy examination, 
the gross and microscopical report of the pathol 
ogist formed the basis for inclusion. The etiology 
and the pathogenesis of acute gangrenous chole 
cystitis are reviewed below, and a statistical analysis 
of this series of cases is reported because the results 
are sometimes at variance with previously published 
statistics, because it appears that acute gangrenous 
cholecystitis as a clinical entity per se is not generally 
appreciated and because further emphasis on the 
lethal nature of the disease seems necessary. 


ETIOLOGY 


Attacks of acute biliary colic result from ob 
struction of the cystic duct, usually by a stone 
rather than by any primary inflammatory col 
dition. Irrespective of what creates the first ob 
struction, it is apparent that profound vasculat 
and lymphatic stasis may occur so abruptly that 
virtual infarction ensues. Acute obstruction leads 
to increased intravisceral tension, and colicky pail 
results from the strenuous efforts of the muscular gal 
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bladder to empty itself. This increased pressure 
results in an interference with the blood supply 
and the lymphatic drainage, and this in turn may 
be followed by the development of gangrene of the 
organ — usually beginning in the fundus since that 
ortion is farthest from the source of blood supply, 
or the stone itself may erode the edematous gall- 
bladder wall. The course of events then leads to 
perforation of the viscus, which may be of five types: 
erforation with communication with another viscus 
usually duodenum, colon or stomach); formation 
of a pericholecystic abscess; acute free perforation; 
erforation into the liver; and external perforation. 
Although this entire sequence of events may be 
interrupted at any time if the stone becomes dis- 
lodged and the contents of the gall bladder are 
evacuated through normal channels, the process is 
usually irreversible. 


PATHOLOGY 


According to Hallendorf and his co-workers,’ 
histologic evidence indicates that circulatory dis- 
turbance plays the most important role in the 
pathogenesis of gangrenous cholecystitis, and late 
evidence of infection, a rare and lesser role. Ne- 
crosis, engorgement of the venous and lymphatic 
systems, intramural hemorrhage and edema, with 
mucosal desquamation, fibroblastic activity and 
early lymphocytic infiltration followed by a late 
invasion of polymorphonuclear cells were the con- 
sistent microscopical features in their series. [It 
is interesting that when operation was done within 
the first twenty-four hours of the onset of an at- 
tack, extensive edema and marked venous con- 
gestion were characteristic features. 

In addition, the Boston City Hospital series’ of 
gall bladders by definition all had to show a com- 
plete necrosis of all layers of the wall in at least 
one area to be included in this review. 


STATISTICAL REVIEW 


Fifty-four females and 46 males comprised this 
series, a sex distribution quite in distinction to 


TaBie 1. Age Distribution. 


Ace No. or 
Cases 
yr. 
21-30 
31-40 4 
41-50 8 
51-60 26 


that of acute cholecystitis, which occurs five times 
as frequently in females.* Eighty-six of these 
Patients were over the age of fifty (Table 1). Again, 
this is in marked contrast to the age distribution 


CHOLECYSTITIS — CLIFFORD 


641 


of acute cholecystitis, which occurs in general in 
a younger age group. The duration of present 
illness before seeking hospital admission is shown 
in Table 2, from which it can be seen that 72 pa- 
tients entered during the first week of their illness. 
A history of chronic gall-bladder disease was present 
in 90 cases. In the remaining 10 cases a history 
of previous attacks was not obtained either because 


TasBLe 2. Duration of Present Illness. 


DuRaTIon No. or 

Cases 
1-4 wk. 1l 
1-3 mo. 8 
Over 3 mo, 6 


of the advanced age or the moribund state of the 
patient, or because it did not exist. This is in sub- 
stantial agreement with the work of Stone and 
Douglass, who found a history consistent with 
previous attacks of acute gall-bladder disease in 
100 per cent of 38 cases of perforated gall bladders 
in their series. 

The complaints of the patients and their relative 
frequency were listed; 96 patients (all patients who 
were reliable on this point) complained of abdominal 
pain, and 82 were able to localize this pain to the 
right upper quadrant. In only 26 patients was 
the usually described radiation of pain to the 
right subscapular area elicited. The remaining 14 
could not localize their pain but complained of 
pain ‘‘all over’ the abdomen; 62 of the patients 
were nauseated, and 60 vomited once or more during 
the course of their present illness. Chills and fever 
were found in only 7 cases. Right-upper-quadrant 
tenderness was demonstrated in 82 patients, and 
was the most prevalent sign. And generalized 
abdominal tenderness was found in an additional 
15. A right-upper-quadrant mass was found in 
61 patients, much more frequently than in other 
series.*-7 

Twenty-seven patients showed varying degrees 
of distention as noted by the admitting physician. 
This finding is stressed because the presence of dis- 
tention in several cases was responsible for shifting 
the suspicion of disease from the gall bladder to 
another and innocent organ. In this regard, gall- 
stone ileus, the result of perforation of the gall 
bladder into the intestinal tract, has received wide- 
spread attention in the literature. Blain and 
Harkins,’ in their series of 41 cases of gall-bladder 
perforation, had 11 cases (or 27 per cent of the series) 
associated with signs of intestinal obstruction. How- 
ever, only 5 of these 11 cases were examples of classic 
gallstone ileus. The other 6 were produced by per- 
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foration with resulting inflammatory or paralytic 
ileus or mechanical obstruction as by adhesions. 
In this series there were 4 cases of proved gallstone 
ileus, and 23 cases of paralytic ileus produced in a 
fashion comparable to that described in the last 
group of Blain and Harkins.’ These cases will be 
reported in detail later. Distention, then, on either 
basis is not uncommon in gangrenous cholecystitis. 

Jaundice was present in only 9 cases and was 
obviously of little diagnostic significance in this 


Tasie 3. Temperature and Pulse. 


TEMPERATURE No. oF PuLse No. or 
Cases Cases 
°F. 
98.6-99 29 60-80 17 
99. 2-100 25 81-90 25 
100. 2-101 18 91-100 38 
101.2-102 22 101-120 18 
102 .2-103 3 121-140 2 
103 . 2-104 3 

Totals ..... 100 100 


Bitar. ie 


condition. The majority of patients (69) had white- 
cell counts ranging from 10,000 to 25,000. The 
temperature and pulse ranges are shown in Table 3. 
Eighty-five patients had perforations at the time 
of examination, or evidence‘of previous perforation 
such as localized abscesses, gallstones within the 
lumen of the intestine, stones free in the abdominal 
cavity, free generalized peritonitis and multiple 
and recent adhesions indicative of recent perfora- 
tion. Eighty-five patients showed peritonitis, and 
in 23 cases in this group a generalized peritonitis was 
observed. The remaining 62 patients had well 
demonstrated evidence of the body’s attempts to 
define and restrict the spread of infection, such as 
adhesions or omentum walling off the perforated 
viscus and resulting in a localized type of peritonitis. 
Acute free perforation carries a mortality three 
times that of localized peritonitis.‘ Fortunately, 
free perforation is less frequent than localized peri- 
tonitis.? This is explained on the basis of the posi- 
tion of the gall bladder sheltered as it is by the liver, 
because of the inherent distensibility of the organ, 
and because the omentum is accessible and readily 
mobilized to envelop the affected viscus. For these 
reasons acute gangrenous cholecystitis is not an 
emergency of the high order of acute appendicitis. 
Nevertheless, free perforation occurred often enough 
in this series to warrant its serious consideration 
by the attending surgeon in deciding to operate. 
Stones were present in 89 patients in this Boston 
City Hospital Series. Ninety-eight per cent of the 
Mayo Clinic Series showed stones in the gangrenous 
gall bladder or cystic duct, and Hallendorf ? points 
out that this high percentage was the result of a 
careful search of the edematous and distorted speci- 
men for stones that had been overlooked by the 
surgeon or the pathologist on the day of operation. 
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It is my impression that the more carefully th 
specimen is searched for stones, the more frequent] 
they will be discovered. Most investigators?: 5, 1#,j 
agree that gangrene and perforation rarely Oceyy 
except in association with stones. 

Figure 1 shows the mortality figures in this Series 
of 100 cases. Several striking facts are immediately 
apparent. In this particular series 8 patients ng 
coming to operation died. This figure may be my 
leading, for in a check of the records of these patien 
it is noted that at least 6 and possibly 7 were in & 
tremis on entry, or had severe concomitant diseag 
and it appears in retrospect that the surgeons base) 
their decision not to operate on the firm convictigy 
that the patient was beyond human succor. Thre 
of these patients refused surgery. 

Among the 47 patients operated on within th 
first forty-eight hours of their present illness, ther 


7 

CHOLECYSTECTOMIES 
25 CHOLECYSTOSTOMIES 
= DEATHS 


15 


10 


50% 
5 


5.7 


First 48 hours 2-- 7 days 8-21 days 22-42 days 


Ficure 1. Mortality in 100 Cases of Acute Gangrenow 
Cholecystitis. 


were 5 deaths, 3 after cholecystectomy, and 2 after 
the less radical procedure of cholecystostomy— 
a mortality of 10.6 per cent in this group. From this 
time until the beginning of the third, week 40 pe 
tients were operated on, and the over-all mortality 
of this group was 50 per cent irrespective of the 
type of surgical procedure elected. 

Again, the mortality dropped appreciably ia 
the group of cases coming to operation within the 
third to the sixth week, with 1 death among} 
cases — a mortality of 20 per cent. 


Discussion 


Of all cases of acute cholecystitis 13 to 24 pet 
cent go on to gangrenous cholecystitis," which 
should negate the contention that perforation i§ 
a rare and seldom fatal complication. In 12,00 
consecutive routine autopsies at the Los Angeles 
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County Hospital 1 in 375 persons succumbed to 
a perforated gall bladder. 

The treatment of this disease is surgical. In the 
etiology of cholecystitis infection plays a late and 
minor role.&'7 Furthermore, it has been shown 
experimentally in dogs'® that sulfonamides given 
parenterally will not be recovered from the gall 
bladders of animals whose cystic ducts are com- 
pletely obstructed. Zaslow, Counseller and Heil- 
man? have proved the same lack of recovery in 
human beings with penicillin and streptomycin. 
This is a significant observation, since in most cases 
of acute cholecystitis and in all cases of acute gan- 
grenous cholecystitis obstruction of the cystic duct 
is present. Therefore, the value of these drugs is 
definitely limited in cases in which obstruction is 
present. 

The mortality of acute cholecystitis is commonly 
in direct proportion to the percentage of gangrene 
and perforation. It seems better judgment to operate 
on all patients with acute cholecystitis early — that 
is, within the first forty-eight hours if possible, and 
at least as soon as they have been adequately pre- 
pared. Indeed, this view is now maintained by sur- 
geons of large experience with this disease.*: 

The over-all mortality in this Boston City Hos- 
pital Series was high (34 per cent); the mortality 
for those operated on was 28.2, and that for the 
group not operated on was 100 per cent. The ad- 
vanced age of the patients, with the frequent as- 
sociation of acute gangrenous cholecystitis and 
degenerative diseases, particularly the cardiovas- 
cular diseases, and the generally poor state of 
nutrition of these older people tend to raise both 
the morbidity and the mortality. The mortality, 
however, is a largely preventable one. When it 
is realized that gallstones are never benign, that 
gall bladders containing them should be removed 
promptly and that patients with acute gangrenous 
cholecystitis should be promptly operated on the 
mortality figures should be lowered considerably. 

Early adequate preoperative preparation, proper 
anesthesia, quick and gentle surgery and careful 
postoperative care by surgeon and internist will 
also lower the mortality substantially. Most sur- 
geons*!° agree that whenever possible a cholecys- 
tectomy should be performed. If in the judgment 
of the surgeon the general condition of the patient 
will not stand this procedure, the less desirable 
cholecystostomy should be elected. 

In the Boston City Hospital Series almost 75 
per cent of the patients presented themselves early 
in the course of the present illness, which leads one 
to believe that by earlier recognition of this entity 
of gangrenous cholecystitis, prompt operation with 
its lowered mortality may be offered more frequently 
to these patients. 

Proceeding further with this course of reasoning 
one might postulate that all diseased gall bladders, 
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especially those with stones, should be removed 
early. The myth of “silent stones” is gradually 
disappearing in the face of accumulating statistics. 


SUMMARY 


The etiology and pathogenesis of acute gangrenous 
cholecystitis are briefly reviewed. 

Acute gangrenous cholecystitis occurs almost 
equally in males and females, usually over the age 
of fifty, who often have a past history of biliary 
disease of long standing. Their chief complaint 
is pain in the right upper quadrant, frequently with 
nausea and vomiting. Right-upper-quadrant tender- 
ness, a mass in the same location and an elevated 
temperature, pulse and white-cell count complete 
the clinical picture. 

Perforation is a frequent late complication oc- 
curring almost invariably in gall bladders with 
stones. 

The lowest mortality of all groups in this series, 
operative and nonoperative alike, was found in 
patients operated on within the first forty-eight 
hours of entry. 
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N 1944 Dr. Herbert A. Wenner! wrote: ‘““The 
integument of infants and children ill with 
eczema is frequently infected by bacterial op- 
portunists and less frequently by filtrable viruses.” 
The former is easily recognized; the latter, because 
of its infrequent occurrence. may easily be over- 
looked. The case presented below is that of an 
eight-month-old baby who had had intractable 
atopic eczema since the age of six days At the age 
of eight months his eczema became complicated 
by the disease now known as Kaposi’s varicelliform 
eruption, which is said to be due to a filtrable virus. 
This skin disease was first described by Kaposi? 
in 1887, who depicted it as “‘an alarming complica- 
tion of infantile eczema.” Although at that time 
it failed to attract wide attention, it has aroused 
great interest in recent years. Thus, one now finds 
a considerable number of cases described in the 
pediatric, dermatologic and allergic literature. 


CurnicAL DeEscriIPTION 


The features of Kaposi’s varicelliform eruption 
are striking. The original description by Kaposi 
was vividly repeated in the case presented below. 
Almost all the reported cases have occurred in 
infants and young children, although the disease 
has also been reported in adults.*> Invariably, 
there is a pre-existing atopic eczema. The frequent 
coexistence of allergic eczema and Kaposi’s vari- 
celliform eruption is probably coincidental and 
may be accounted for by the fact that in young 
children atopic eczema is by far the most chronic 
and the most frequent skin disease. In a review 
of 67 cases of Kaposi’s varicelliform eruption by 
Barton and Brunsting® in 1944 only 53 occurred 
in patients having pre-existing allergic dermatoses. 
The remaining 14 patients had nonallergic skin 
diseases. 

Typically, the disease manifests itself with an 
elevated temperature, which reaches 105°F. on 
occasion and may remain elevated for eight to 
twelve days. There is restlessness and prostration. 
Nausea and vomiting or diarrhea, or both, may 
occur. Intense pruritus is a constant finding. The 
skin lesions occur early on the pre-existing ecze- 
matous sites, and only later invade adjacent intact 
skin. The lesions are discrete -vesicles and range 


*From the Department of Pediatrics, Rhode Island Hospital. 
tAssociate pediatrician, Department of Pediatrics, Rhode Island 
Hospital. 


tSenior resident pediatrician, Department of Pediatrics, Rhode Island 
Hospital. 
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from 2 to 3 mm. in diameter. They appear in crops, | 


may become umbilicated and may assume a dark. 
brown discoloration. The vesicles contain clear 
fluid, except when, as a result of external contamina. 
tion, infection renders them turbid. Sometimes, 
a number of vesicles, especially near skin folds or 
near the mouth, coalesce, break down and form 
large, bleeding, raw, granular surfaces (Fig. 1), 
Complete remission of the acute process takes place 
in all patients who survive. The lesions fade away 


Ficure 1. Photograph Taken on the Tenth Day of the Diseast, 
Showing the Large Granular Bleeding Surface in the Lé 
Popliteal Space. 


after about two weeks, leaving, however, the original 
eczema to plague patient and doctor alike. 

Complications have been reported. These include 
bronchopneumonia, suppurative lymphadenitis, 
otitis media and alopecia. 

Fatal cases do occur. Fries,® reviewing 82 cases 
in the literature, states that in these there was 4 
20 per cent mortality. In a recent New York City 
epidemic of 43 children, 2 died, giving a mortality 
of 4 per cent. Wenner! reports 1 death in his J 
cases McLachlan,’ in 1936, reported 5 deaths i 
16 cases — a mortality of 31 per cent. 
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ETIOLOGY 


Until recent years the etiology was obscure. 
Kaposi? frankly stated that he was “ignorant of 
its causation.” A variety of infectious agents have 
been under suspicion. Pyogenic staphylococcus, 
streptococcus, fungi and, recently, filtrable viruses 
have been implicated. Existing evidence, however, 
favors the idea that certain strains of filtrable 
viruses will, when conditions are favorable, invade 
the body of a patient ill with eczema and produce 
this disease. The specific virus involved is contro- 
versial: some observers implicate the virus of vac- 
cinia, and others the virus of herpes simplex. 

Fries et al.,° in 1948, reported 16 cases of Kaposi’s 
varicelliform eruption. All 16 cases occurred in 
eczematous babies. These cases were part of an 
epidemic of 43 cases of Kaposi’s varicelliform erup- 
tion that occurred in New York City in 1947. As 
will be recalled, New York City conducted a mass 
vaccination program in 1947 in which 6,350,000 
persons were vaccinated against smallpox. The 
outbreak of this disease started three weeks after 
the program began, and ended three weeks after 
the program was completed. It is interesting to 
note that none of the 16 patients discussed by Fries 
had been vaccinated prior to the outbreak, and 
when vaccination was attempted after recovery, 
all gave immune reactions. These facts appear 
to implicate the virus of vaccinia as the etiologic 
agent. 

In 1941 Ronchese® reported 2 cases of this disease, 
which he also believed to be caused by the virus 
of vaccinia. He argued against the virus of herpes 
simplex, and asked “Why is herpes simplex so 
common and Kaposi’s varicelliform eruption so 
rare?” and “Why does Kaposi’s varicelliform erup- 
tion not recur, whereas recurrences are characteristic 
of herpes simplex?” 

In recent years, however, a number of observ- 
ers! 49.10 have succeeded in identifying the virus 
of herpes simplex from the vesicular lesions in 
a significant number of cases. 
study on the etiology of this disease was presented 
by Wenner! in 1944. He observed 3 infants who 
had infantile eczema complicated by Kaposi’s 
varicelliform eruption. He was able to isolate a 
filtrable virus in the cutaneous lesions of all the 
infants, and in the brain of one who died of the 
disease. From serologic studies and from immuni- 
zation studies done on rabbits he concluded that 
the viruses thus isolated were “closely related with 
the virus of herpes simplex.” 

In 1947 Ruchman, Welsh and Dodd?® reported 


4 cases of Kaposi’s varicelliform eruption, and in 


each the virus of herpes simplex was recovered from ° 


the cutaneous lesions. In 1948 Ruchman and Dodd‘ 
reported 5 additional cases. In 3 the virus of herpes 
simplex was isolated. In the remaining 2 cases, 
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in which isolation of the virus was unsuccessful, 
the antibody titer against herpes simplex rose 
during convalescence. These authors consider the 
virus of herpes simplex the etiologic agent. 

In 1947 Barker and Hallinger!® and in 1948 Ruch- 
man and Dodd‘ called attention to the wide range 
of infections in which, in recent years, the virus of 
herpes simplex has been demonstrated."-5 In the 
study of Barker and Hallinger the suggestion is 
made that cases of Kaposi’s varicelliform eruption 
in which the virus of herpes simplex is demonstrated 
should be named systemic herpes simplex, rather 
than Kaposi’s varicelliform eruption. In the opinion 
of these authors the latter represents a “‘wide varia- 
tion of a syndrome,” whereas these virus infections 
produce definite systemic symptoms in addition 
to diffuse cutaneous manifestations. 

After reviewing the literature, we have reached 
the conclusion that although the clinical features 
of this disease are well defined, the causative agent 
may vary in different cases. Thus, the syndrome 
of Kaposi’s varicelliform eruption may be caused 
by the virus of herpes simplex or vaccinia, or even 
by a virus as yet unidentified. In the final analysis 
it is the identification, by laboratory methods, of 
the specific virus involved that determines the exact 
etiologic agent. 


Case REPORT 


G. R., a 7-month-old male infant, entered the Rhode Island 
Hospital on November 8, 1948, because of an unusual skin 
eruption, accompanied by an elevated temperature of 8 days’ 
duration. The mother stated that the rash was “entirely 
sta and different from the old eczema, which he has had all 

is life.” 

The family history was not remarkable. There were 8 
siblings. The parents and siblings were well and had always 
been free from allergic manifestations. 

The baby was full term, delivery was normal, and the birth 
weight was 9 lb., 14 oz. Atopic eczema was noticed at the 
age of 6 days, first appearing on the face, and quickly spread- 
ing to the shoulders, arms and legs. The lesions were always 
severe and had persisted until the admission, with only brief 
periods of incomplete healing now and then. There were 
no other prior illnesses. He had not been inoculated against 
any contagious disease. There was no contact with a recently 
vaccinated person. Skin tests produced minimal reactions 
(erythema but no whealing) to cow’s milk and egg white 
and a negative reaction to wheat. In spite of extensive dietary 
manipulations, during which milk, wheat and eggs were ex- 
cluded, there was no sustained improvement in the eczema. 
Development and nutrition, however, were normal. On two 
previous occasions the baby had been hospitalized for eczema, 
but only temporary improvement had resulted each time. 

The present illness had begun with an elevated temperature 
and with the appearance of an unusual rash, which was super- 
imposed upon the pre-existing eczema. 

Physical examination revealed a well developed and well 
nourished infant who exhibited constant scratching. The 
throat was normal. The eardrums were bright red but not 
bulging. The posterior cervical lymph nodes were soft and 
measured 0.5 cm. in diameter. The inguinal and axillary 
lymph nodes were somewhat enlarged. Cardiac rhythm and 
sounds were normal. The lungs were clear. The abdomen 
and extremities showed no abnormalities. 

The skin lesions, when they first appeared, consisted of 
discrete raised flecks of ecchymosis, and occurred on the face 
only. In a day or two the lesions became vesicular, larger 
and more raised, and extended to all sites of the pre-existing 
eczema. Many but not al! of the vesicles showed brownish 
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discoloration (Fig. 2). In a few areas, especially those about 
the mouth and natural body creases, the vesicles had rup- 
tured and had become confluent, producing large bleeding 
surfaces. The contents of the vesicles were serous and not 
urulent. Later, a few of the vesicles invaded neighboring 
ealthy skin. Beneath the !esions thus described was the 
old oozing eczema. The temperature ranged between 101 
and 105°F., and continued for about 12 days. 

The height of the disease was reached on the 7th day after 
the onset, when the patient appeared to be very listless and 


| 


Ficure 2. Photograph Taken on the Twelfth Day of the Disease, 
Showing Numerous Discrete Vesicles, Many of Which Are 
Browntsh. 


Atopic eczema is seen in the background. 


prostrated, and the temperature rose to 105°F. On the 8th 
day the patient was hospitalized. On the 8th day also, par- 
enteral administration of penicillin was begun, 300,000 units 
of crysticillin being given daily for 4 days. On the 11th day 
of the illness, or the 4th hospital day, the vesicles showed 
signs of beginning involution, and from then on improvement 
was rapid. By the 15th day the vesicular lesions had prac- 
tically disappeared. Only the original eczema remained, and 
this also showed considerable improvement. 

Initial examination of the blood soon after admission re- 
vealed a red-cell count of 4,180,000, with a hemoglobin of 
11 gm. per 100 cc., and a white-cell count of 14,000, with 
51 per cent neutrophils, 45 per cent lymphocytes and 4 per 
cent monocytes. Four days later, on the 12th day of illness, 
the red-cell count was 3,300,000, with a hemoglobin of 10.2 
per 100 cc., and a white-cell count of 30,000, with 21 per cent 
neutrophils, 70 per cent lymphocytes, 3 per cent mono- 
cytes, 4 per cent eosinophils, 1 per cent basophils and 1 per 
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cent neutrophilic myelocytes. Examination of the urin 
showed a specific gravity of 1.022, with a pH of 5, a peo: 
of protein and sugar and a positive acetone reaction, Seat 
made from the vesicular exudates demonstrated a rare a 
cell, a rare gram-positive coccus and a rare gram-negatiy 
rod (the latter two were considered contaminants), A culture 
taken of the exudate produced a growth of Staphylococeys 
aureus, coagulase positive. (This was thought to be a skin 
contaminant.) A blood culture was reported positive for 
Staph. albus, coagulase negative. No facilities were available 
for virus studies, 


DIAGNosIs AND TREATMENT 


The diagnosis of Kaposi’s varicelliform eruption 
is easily made, when one remembers the clinical 
features, the characteristic lesions and the almost 
exclusive occurrence in eczematous children. The 
treatment is symptomatic and supportive. Special 
attention should be given to the prevention of 
scratching. This requires careful restraining of 
arms and legs, and a minimum of bedclothes. We 
found that a covered cradle placed over the trunk 
and extremities was helpful. The gentle application 
of a suitable mild antipruritic lotion, such as pheno- 
lized calamine lotion, or a drying agent such as 
Burow’s solution 1:40, will also help. The use of 
antibiotic drugs, such as penicillin, we think is 
indicated, not against the prevailing virus organism 
but for the protection against complications. Al- 
though the disease is not considered to be contagious, 
direct contact should be avoided, and in the hos- 
pital, barrier technic should be instituted.* 


SUMMARY 


Another case of Kaposi’s varicelliform eruption 
is herewith presented. The diagnosis was made 
on the basis of its clinical features. The prevailing 
views on its etiology are reviewed. 

It is believed that if this rare condition is kept 
in mind the diagnosis will be made without much 
difficulty. It is likewise thought that by the em- 
ployment of antibiotic drugs, complications and 
deaths will be avoided. 


183 Waterman Street 


*Fries!® recently mentioned a communication from Dr. Marion B, Sulz- 
berger, who reported the demonstration, by Baer and Miller, of the effec- 
tiveness of local and systemic administration of aureomycin in 2 severe 
cases of Kaposi’s varicelliform eruption that were presumably due to 
the virus of herpes simplex. 
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MEDICAL PROGRESS 


MECHANICAL AND THERMAL INJURY FROM THE ATOMIC BOMB* 


Herman E. Pearse, M.D.,f ann J. THomas Payne, M.D.{ 


ROCHESTER, NEW YORK 


HE energy released by the explosion of an 

atomic bomb is of a degree unsurpassed by 
anything known to man. In addition to large 
amounts of radioactive energy, great quantities of 
thermal and mechanical energy are released. It 
is the latter two that cause the great physical damage 
and large numbers of casualties. Photographs of 


Taste 1. Types of Injury from Atomic-Bomb Explosions. 


Tyre or InyurY EstimaTtep TorTA.s? 


PERCENTAGE 
ToTAL PER 
TYPE oF 
% 
Primary — direct result of blast............. 
Secondary — flying debris, such as glass and 
Lacerations (Ninoshima Hospital 2).... 37 
Contusions 5 


the destruction done by the atomic bombs in Japan 
emphasize the magnitude of the mechanical and 
thermal effects, and give mute evidence of the 
human demoralization and disorganization that 
takes place after such catastrophes. 

Injuries to personnel from the atomic-bomb ex- 
plosion have been divided into three categories: 
radiation injury, trauma and burns (Table 1). 


*From the Department of Surgery, University of Rochester School of 
Medicine and Dentistry. 

This paper is based on work performed under contract with the United 
States Atomic Energy Commission at The University of Rochester Atomic 
Energy Project, Rochester, New York. : 

his paper is adapted from lectures that were given on January 27 
and April 7, 1949, for the Medical Indoctrination Course, Armed Forces 
Special Weapons Project, and are to be published by the Government 
Printing Office in the Radiological Defense Manual, Volume III 

Professor of surgery, University of Rochester School of Medicine; 
senior surgeon, Strong Memorial and Rochester Municipal hospitals. 
tInstructor in surgery, University of Rochester School of Medicine; 
resident surgeon, Strong Memorial and Rochester Municipal hospitals. 


Radiation injury is not considered here. This ar- 
bitrary separation of the medical effects of the 
bomb makes the approach to the problems raised 
more simple, but it should be borne in mind that 
one person may have all three types of injury and, 
as pointed out by Parsons,‘ can be killed ‘‘three 
times over.” For purposes of clarity, therefore, 
the remainder of this paper is devoted only to the 
traumatic and thermal effects of the bomb. 

Trauma of the primary type, due to blast alone 
(Table 1), is difficult to evaluate. Apparently the 


ATOM BOMB BLAST DAMAGE 


Ficure 1. Relatively Constricted Zone of Damage (in Black), 
Which Should Be Compared = Spread of Thermal Effects 
1g. 3). 


blast did not have the trip-hammer effect of other 
high explosives but was more like a sudden, violent 
gust of hot air, which lasted over a relatively long 
period. Pulmonary and other visceral blast effects 
were not noted, nor was the incidence of perforated 
eardrums excessively high.! 
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The distribution and amount of secondary trauma explained by the fact that they were relatively fr 


were dependent on the distance from the ground minor, and permitted the patient to seek treatment, di 

center of the explosion. Figure 1 illustrates the * 

approximate zones of damage. Within a radius ATOM BOMB THERMAL DAMAGE 

of 2.4 km. there was complete collapse of the native $4 06S s 

wooden buildings. Within this zone, the incidence 3 
if 
ti 
t 
fi 
g 
e 
F 


Ficure 3. Range of Thermal Damage, Which Was Probably 
the Greatest of That Due to Any of the Forces Unleashed by the 
Atomic-Bomb Explosion. (Compare this with Figure 1.5) 


The lacerations were of interest in that they were 
largely due to flying glass fragments. These frag- 


Ficure 2. Scarring Resulting from Multiple Lacerations 
Caused by Flying Glass Fragments, As Photographed Some 
Twenty-One Months after Injury. 


The wounds were ‘ames infected as evidenced by the wide 
scars. (Photograph by Signal Corps, United States Army.) 


of mechanical injury was very high, dropping off 
gradually to less than 14 per cent beyond 2.7 km.5 

The injuries consisted of fractures, lacerations and 
contusions. The low incidence of fractures — at least 
in the hospital given as the usual example (Table1) 


TaBLe 2. Components of Atomic-Bomb Flash.§ 


ransmission argely by radiation : 
Spectrum High in ultraviolet Ficure 4. Flash Burn of Moderate Severity and Extent, 
; ; High in infrared, Ca Photographed Early in the Course of Healing. 
High in visible light and brilliancy » 
Duration ss than a second The distribution of the lesion shows that the patient was walking 


in an axis, perpendicular to the explosion, with the right side 
facing the bomb, the left arm swinging forward, to expose the 
medial surface, and the right arm hanging down by the side. 
The lack of burning in the sternal depression demonstrates the 


-—— is probably because persons with major fractures 
were unable to seek treatment, or perished in the 
collapsed buildings. There is no evidence that these 
fractures were unusual in any respect. The con- 
tusions did not seem to be remarkable. The high 
incidence reported for these injuries is probably 


effect of even the little protection afforded by the protrusion f 
the right anterior chest wall. The eyes were not severely damaged, 
the swelling probably being attributable to the inflammatory 
effects of adjacent burns. (United States Army Medical Museum.) 


ments were so small that clothing protected the 
patient in some cases. In other circumstances the 
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fragments were of such size as to make removal 
difficult. Multiple lacerated wounds were very 
common (Fig. 2). 

The exact amount of morbidity and mortality 
attributable to the traumatic factor in the Japanese 
explosions will probably never be known, because, 
immediately after the blasts, fire and disorganiza- 
tion prevented adequate and early rescue measures. 
It seems reasonable, however, to suppose that both 
the morbidity and mortality from the traumatic 
factor could be greatly reduced by a properly or- 
ganized and functioning rescue system, instituted 
early. Once the casualty is in the hands of medical 
personnel, treatment itself should present no unique 
problem other than that of materiel. It might be 


Ficure 5. Mild Flash Burn of Exposed Portions of the Skin, 
As It Appeared Sixty-Three Days after the Nagasaki Explosion. 


The protected portions are outlined by the undershirt. The 
burned portions of the face, shoulders and arms were of 
“‘walnut-stain” color.? 


important to treat these cases (particularly the 
lacerations) vigorously, and in a definitive manner, 
all possible effort being made to effect healing within 
the first two weeks, for thereafter, the major effects 
of irradiation sickness begin to appear. Even 
though the casualty received a sublethal dose of 
ionizing irradiation, his unhealed wounds would 
break down, infection would supervene, and death 
might ensue from a relatively minor injury. 
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The largest and most important category (nu- 
merically) of atomic-bomb injury is the burn. 
This group of injuries also can be divided into 
primary (due to the bomb, per se) and secondary 
(due to burning buildings and ‘so forth) (Table 1). 
Tsuzuki® estimated that about 90 per cent of pa- 
tients treated within the first few days were burned. 
LeRoy? estimated that less than 5 per cent of the 


Ficure 6. Residua of a Mild Burn, with Color Changes be- 
tween the Burned Area and the Area Protected by the Slip, 
Photographed Two Years after Burnizg. . 


Note the scarring beneath the right scapula, where the skin was 
burned through adherent or moist clothing. (Photograph by 
Signal Corps, United States Army.) : 


burns were caused by the fires in buildings and 
debris. There then remains a group consisting of 
about 85 per cent of all casualties treated within 
the first week who were suffering from primary 
atomic-bomb burns. 

The energy that produced this high incidence 
of primary burns had certain characteristics. The 
heat was intense, and largely radiant, with ex- 
tremely high ultraviolet, visible and infrared com- 
ponents. The exposure was very brief’ — prob- 
ably less than a second (Table 2). 

As with the traumatic factor, the thermal effects 
were closely related to the distance from the ground 
center of the explosion (Fig. 3), but had a longer 
radius. This explains the high incidence of severe 
burns uncomplicated by blast or ionizing irradia- 
tion. These are the reparable casualties. 

Because the thermal energy was largely radiant, 
effects were modified by shading of buildings, and 
the angle of incidence of energy. Clothing served 
as sufficient protection in some cases, light-colored 


a 
5 
4 
i> 
litte 
‘ j 4 q 
i > 
{ igs 
f 


650 


clothing being better than dark; however, if the 
clothing was adherent to the skin by perspiration, 
burning occurred even through this protection. 

The burns produced were of varied severity and 
distribution. ‘Profile’ burns were common (Fig. 
4), the parts directly exposed to the flash being 
burned most severely. Mild burns occurred, with- 
out vesication. These burns might be sustained 
beyond 3 km. from the center and were intensely 
erythematous within the few days immediately 
after exposure. However, they gradually became 


Figure 7. Contracture and Ulceration, Resulting from an 

Inadequately Treated Flash Burn on the Dorsum of the Right 

Photographed Two Years after Burning.’ (Photograph by 
Signal Corps, United States Army.) 


pigmented finally attaining a “walnut-stain” hue. 
This was most commonly seen on the face and there- 
fore was called the “‘mask of Hiroshima.” The 
pigmentation began to fade within a few months 
in some persons but in others has persisted for 
years® (Fig. 5). 

More severe burns, corresponding to second- 
degree, moderate temperature burns, were fre- 
quent, but apparently did not carry the high mor- 
tality for large areas seen in the latter type of burn 
(Fig. 4). Vesication was present, and often appeared 
within a matter of minutes. More severe burns 
were sustained, and complete transfascial burns 
were found among the dead. 

The course of these burns was, in some cases, 
benign, many healing with little or no treatment. 
despite some superimposed radiation sickness. 
However, the healing was more often arrested, 
or the burn turned to a serious one by the sub- 
sequent lack of treatment and resulting compli- 
cations. The sequelae were remarkable for the large 
number of contractures and the high incidence of 
keloids (Fig. 6, 7 and 8) — higher than that noted 
in flame burns in Tokyo and other Japanese cities.* 
Both these complications may well have been due 
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to the lack of adequate treatment and the extremely 
poor nutritional state of the people. These keloids 
seem to become inactive with the passage of time. 

The low incidence of flame burns has been ex. 
plained on the basis of the time lag between the 
bomb burst and the onset of fires. It is said that 
people escaped the fires if they were not severely 
injured. Those trapped in burning buildings per- 
ished, and no reliable figures are available on 
their number. 

The care of a single traumatic or burned casualty, 
or a small group of casualties of such types as might 
result from an atomic-bomb explosion, would pre. 
sent somewhat of a problem. Certain essential 
supplies and facilities would be required. These 


Ficure 8. Keloids Following an Extensive Flash Burn of 
the Back, Photographed Twenty Months after the Injury.** 


The uneven distribution of the keloid over the burned area ts 


characteristic. 


(Photograph by Signal Corps, United States 
Army. 


- 


would include surgical dressings of all types; mor- 
phine and sedatives and so forth; antibiotics and 
similar agents; whole blood and plasma; hospitali- 
zation or adequate shelter of some type, or both; 
medical and technical personnel. The volume of 
materiel and the number of personnel required to 
treat a single severely burned patient (approxi- 
mately 40 per cent of the body surface) in a modern 
hospital is illustrated in Fig. 9. Many such patients 
do not survive, despite this treatment. 

The figures given for casualties at Hiroshima and 
Nagasaki are presented in Table 3. From these 
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it can be calculated that the severely burned group 
alone, at Hiroshima, probably exceeded 34,000. 
If it were necessary to treat all these cases in a 


manner similar to the case illustrated in Figure 


PERSONNEL AND MATERIALS 


NEEDED TO TREAT ONE MAN 
WITH A 40% BURN 


3 NURSES 2 PHYSICIANS 


DRUGS 27 MILES 
GAUZE 


40% BURN VICTIM 


42 TANKS 


FicurE 9. Composite Representation of Materials and Pere 
sonnel Required in the Treatment of One Patient with a 40 
Per Cent “Moderate-Temperature’” Burn. 


Data represent the actual situation for a patient treated in a 

university hospital in the summer of 1947. Subsequent hos- 

pitalizations for corrective measures are not included in this 
diagram. 


9, the requirements in personnel and equipment 
would be staggering (Fig. 10). 

It seemed important, therefore, to re-evaluate 
the modern therapy of burns, in terms of the burns 
produced by the atomic bomb. This lesion has 
been called the flash burn. It is produced by a 
wave of radiant heat of extremely high intensity, 
applied over a very brief period. Experimentally, 
various types of burns have been defined. It has 
been found that the more intense the heat source, 
the briefer the period required to produce a burn 
of a given severity. This is shown graphically in 
Figure 11, and has been worked out in some detail 
for the lower-temperature zones, by Henriques 
and Moritz.? However, the darkened area (adjacent 
to the question mark) represents the flash zone, 
and is now being studied in detail in the laboratory. 

Experimentally, many problems arise in the 
production of flash burns in the laboratory. The 


3. Atomic-Bomb Casualties? 


Group No. aT No. at 

H1rosHIMA NAGASAKI 
atients in need of immediate care ...... 85,000 50,000 


search for a suitable source is one of the most dif- 
ficult. Certain criteria must be met to produce an 
ideal flash: transient duration on the order of 0.1 
second; extremely high intensity, of a known degree; 
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a known or obtainable spectral distribution; and 
safety and convenience of handling. 

Three general principles of flash production were 
tried: the release of electric energy from a bank of 
condenser to create a flash; the creation of a con- 
stant high-intensity source directed upon a target 
for known intervals by means of a shutter or trip 
mechanism; and the use of substances that burn 
rapidly with an intense flame. The various sources 
tried, with appropriate comments, are listed in 
Table 4. 

The flash produced by burning magnesium 
powder has been used clinically to produce a burn 
and this agent was therefore chosen." The burns 
produced by the burning magnesium flash have 
several interesting characteristics, which are strik- 
ingly demonstrated in the histologic picture. Most 


MINIMUM MATERIALS AND PERSONNEL NEEDED TO TREAT 34,000 
SERIOUS BURN CASES 


LIBERTY SHIP 


8,000 TONS OF SUPPLIES 


Figure 10. Multiplication of the Data in Figure 9 by an 
Estimated Number of Severe Burns from an Atomic-Bomb 
Explosion over a City of 300,000. 


remarkable is the abrupt and diagrammatic de- : 
marcation between burned and normal skin. The é 
normal, basophilic epidermal cells change on a Part 
straight line, to the acidophilic burned cells, which os 
have all the characteristics of thermal injury (Fig. 
12). In the deeper skin, this demarcation is at the 
burn border, in the crypts and hair follicles. It 
is present in the dermis but is less easily demon- 
strated. There is no gradual transition zone as in 
the moderate temperature burns. Another charac- 
teristic of the flash burn is the method of healing. 
The burn of the epidermis and dermis represents 
a coagulative, “fixed” type of necrosis, with eschar 
formation and subsequent sequestration, rather 
than the organization seen in the noncoagulative, 
necrotic tissue of the moderate temperature burn. 
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With a flash burn of average severity the epithelium 
grows out freely (and indeed beautifully) from 
normal borders and hair follicles, beneath the un- 
organized eschar, so that healing is rapid. Yet if 


FLASH BURN 


. FLASH AND FLAME 
THERMAL INJURY 
CURVE. 


TEMPERATURE In C° 


T T T T T T 
O1-0.4 SEC 


Figure 11. Use of the Separation of the Epidermis from the 
Dermis As an End Point (Henriques and Moritz) to Demon- 
strate the Relation of Time and Temperature in the Production 
of Thermal Injury. 

This graph is a simplified, composite representation of this 
concept. Studies of thermal effects within the moderate tempera- 
ture ranges are fairly complete; however, in the extremely high 
ranges, little has been done. In this zone (shaded in the graph 
and indicated by the question mark), many factors come into 
play, which can be ignored in the zones of lower temperature 
and longer time. 


---- 


TIME IN SECONDS 


the area is large and the injury deep enough to 
destroy the epithelium in the crypts and hair fol- 
licles, this characteristic demarcation results in 
delayed repair from lack of epithelial islands.!° 
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Despite the fact that more and more igs being 
learned about the flash burn, little change in the 
accepted treatment of burns can be made as yet, 
It is possible that many of these burns will heal 
rapidly (if they are not too deep), provided ade 
quate shelter and diet are given the patient 


Ficure 12. Biopsy of Skin Taken Immediately after the Pro- 
duction of a Magnesium Flash Burn on the Side of an Anesthe- 
tized Pig. 

The abrupt lateral demarcation is seen in the epidermis — nor- 
mal epidermis being to the left and burned to the right. This 
picture 1s characteristic of the flash burn. 


The prevention of infection — by adequate dress- 
ings and antibiotics —will probably pay _ high 
dividends in the prevention of morbidity, sequelae 
and uncalled-for deaths. The entire problem is 
being studied from several approaches with some 
promise of a more practical and effective solution. 


Source DuRATION APPROXIMATE 

or FLasu TEMPERATURE 
FT14 xenon flash tube ..... 0.002 6,300 
Exploding wire ............ 0.00001 20,000 
To 1.0 3,000 
0.34 3,500 


Burn Propucep ComPLICATION 


None 

None 

None (not used) 
None (failure) 
Severe 

Severe 


Unable to focus energy 

Unable to focus energy; too brief blast wave. 

Spatter; low intensity; handling difficulty. 
w intensity 

Smoke 

Small-area burn 


Other factors about these experimental flash 
burns are their similarity to the ones noted clinically. 
For instance, severity diminishes as the distance 
from the source increases. Clothing and heavy 
creams seem to be adequate protection at reason- 
able distances from the source. Severity also 
decreases with the angle of incidence. 


CONCLUSION 


Thermal and mechanical injuries account for 
the majority of the casualties from an atomic bomb. 
From the experiences in Japan, 90 per cent of 
all persons requiring medical attention in the first 
week will have burns and 60 to 85 per cent of all 
patients will be burned. 
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The burns are of the “flash” type, produced by 


7 source of high intensity and brief duration. They 


are of all degrees of severity. and although some 
may heal speedily with little treatment, this is by 
no means a general condition. Sequelae and over-all 
mortality probably will vary with the treatment. 

Every effort should be made to evacuate the 
thermal and traumatic casualties early, and to 
treat them vigorously, to reduce the incidence of 


complications from delay. 
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PROCEEDINGS OF THE ONE HUNDRED AND FIFTY-EIGHTH 
ANNIVERSARY 


House of Delegates, June 13, 14 and 15, 1949 


The House of Delegates convened at Wentworth- 
by-the-Sea, Newcastle, on June 13, 1949, at 
7:45 p.m., with Dr. Francis J. C. Dube, of Center 


Ossipee, as Speaker. 
The following delegates answered the roll call: 


The President, ex-officio 
The Vice-President, ex-officio 
The Secretary-Treasurer, ex-officio 
Samuel Feiner, Ashland 
ames Jessup, Laconia, alternate for Roger P. Brassard 
. J. Paul Dye, Wolfeboro 
Francis J. C. Dube, Center Ossipee 
Howard Sawyer 
Albert C. Johnston, Keene 
Walter H. Lacey, Keene 
Marjorie A. Parsons, Colebrook 
William H. Gifford, Colebrook 
Leslie K. Sycamore, Hanover 
Leslie E. McKinlay, North Haverhill 
Reginald K. House, Hanover 
Robert E. Biron, Manchester 
Norman W. Crisp, Nashua 
Harris E. Powers, Manchester 
Richard T. Mulvanity 
B. Woodman, Franklin 
ry Brown, Henniker, alternate for Warren H. Butter- 
e 
William D. Penhale, Concord i 
Frederick $. Gray, Portsmouth : 
Donald W. Leonard, Exeter 
Fred Fernald, Nottingham 
Edna Walck, Dover 
Albert E. Barcomb, Rochester 
B. Read Lewin, Claremont 
Addison Roe, Newport 


The speaker declared a quorum present. The 
president appointed James Jessup as: alternate for 
Roger P. Brassard, of Laconia, Howard Sawyer, as 
alternate for Speaker Dube and Francis Brown, of 
Henniker, as alternate for Warren H. Butterfield, of 
Concord. 


On motion duly made and seconded it was voted 


to omit the reading of the minutes of the previous 
meeting, because of the publication of the proceed- 


ings. 


The speaker made the following appointments: 


to the Committee on Credentials, Drs. Samuel 
Feiner, Harris Powers and Albert E. Barcomb; to 
the Committee on Officers’ Reports, Drs. Donald 
W. Leonard as Chairman, Edna Walck and Fred 
Fernald; to the Committee on Communications and 
Memorials, Drs. Norman W. Crisp, Richard T. 
Mulvanity and Marjorie A. Parsons; and to the 
Committee on Nominations, Drs. W. J. Paul Dye 
(chairman), Samuel Feiner, Reginald K. House, 
Robert E. Biron and Frederick S. Gray. 


c 


B 
Cc 
Cc 


The Secretary-Treasurer, Dr. Carleton R. Met- 
alf, then presented his report as follows: 


The total membership on December 31, 1947, was 591; 
that on December 31, 1948, was as follows: 
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FINANCIAL STATEMENT 
RECEIPTS 
1948 — balance forward. $1,170.82 
Dues collected at annual meeting ....................... 40.00 
Donation to National Physicians Committee ............... 210.00 
(Hillsborough County, $7.00; Strafford County, $40.00; 
Sullivan County, $22.00; Hillsborough County, $141.00) 
(Strafford County —1947 $10.00; Merrimack County 
$25.00; Hillsborough County $45.00; Rockingham County 
$25.00) 
New England Journal of Medicine subscriptions .... 7.50 
$7,967.95 
EXPENDITURES 
New England Journal of Medicine: 
Envelopes, stationery and stamps ......................--- 26.15 
280.85 
Telephone and telegraph calls 37.63 
Council of New England State Medical Societies ........... 258.70 
(Strafford, $10; Merrimack, $25; Rockingham, $25; Hills- 
borough, $25) 
(Hillsborough, $7; Strafford, $40; Sullivan, $22; Hills- 
borough, $141) 
oving pictures and lantern slides at annual meeting ....... 383.00 
Madeline A. May (stenographer at annual meeting) ......... 402.26 
Deering G. Smith (expenses as delegate to American Medical 
5,294.50 
$7,967.95 


In accordance with instructions from the House of 
Delegates last year the following measures have been 
carried out: .00 was given to the Cancer Committee; 
$200.00 was given as a retaining fee to our counsel, Frank 
J. Sulloway; $100.00 was contributed for membership in 
the Council of the New England State Medical Societies. 

If we are to continue our membership in the Council, the 
annual fee of $100.00 will again be due this year. I have 
asked Dr. Tuttle, who is reporting on the Council, to take 
this question up in his report. 

I have appeared two or three times before committees of 
the State Legislature to give my personal opinion on some 
of the bills that had been entered, but none of the bills 
have been of medical importance. 

Naturally, of course, we have been confronted with the 
threat of so-called socialized medicine. The House of 
Delegates met this on a state level by employing the firm 
of Woodbury and Putnam, of Concord, experts in public 
relations. Both Mr. Woodbury and Mr. Putnam are here 
this evening to tell what they have done, how much it has 
cost and what -budget they recommend for the coming 
twelve months. It will probably be necessary to increase 
our dues from $10.00 to $15.00 a year to educate the people 
of New Hampshire on the important subject of socialized 
medicine. We shall, presumably, be concerned with this 
subject each year for a good many years to come. 

The House of Delegates decided to employ Mr. Wood- 
bury and Mr. Putnam at a meeting in Concord last spring, 
and since that decision was made these two gentlemen 
have worked in close co-operation with the Public Relations 
Committee. 
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I have notified the Veterans Administration that 
Society will go along with them on the fee schedule ang 
the agreement for home-town care of veterans with servi 
connected disabilities. A year ago the House of Delegats 
voted to do this until further notice. 

The commttee that arranged this annual meeting h 
again decided to omit the exhibits; it has continued th 
plan of having a considerable number of members giv 
brief addresses; it has scheduled the annual dinner S 
Tuesday evening; and, in general, it has tried to make 
the meeting of greater interest to a larger group. 

The National Physicians Committee has disbanded and 
the American Medical Association has taken over the 
work of educating the public on medical legislation at th 
national level. 

Before the war we used to send delegates to the othe 
state-medical-society meetings in New England; we did ny 
do this during the war on account of the difficulties of 
travel and have not yet adopted the custom since th 
war ended. Do you wish now to send delegates to th 
annual meetings of the other New England states? 

Please be sure to read the letter written by Mr. Sy. 
loway, which accompanied your program and which cop. 
cerned cases of alleged malpractice. It is highly desirable 
to report to Mr. Sulloway at once any dissatisfaction op 
the part of any patient. 

The little booklet containing the Constitution and By. 
laws is out of print. It was previously published in 1937, 
If you wish a new edition of this booklet, the Committee 
on Constitution and By-laws ought to bring it up to date 
and report at the meeting of the House of Delegates a year 
from now. 

The expense of the Transactions has been going steadily 
up. It now costs approximately $3.00 a copy, and it isa 
question whether very many men read the volume. It would 
probably be possible to cut the expense of this book if 
we omitted the various papers that are read at the annual 
meetings. Do you wish to make any change in the con 
tents of our annual volume? 

There are only a few hotels in New Hampshire that can 
accommodate a convention as large as ours where many 
who attend wish to stay overnight. Three of these are 
Hotel Wentworth at Newcastle, Mount Washington Hotel 
at Bretton Woods and the Mountain View House at 
Whitefield. The suggestion has been made that we have 
an annual meeting at Hanover. If this suggestion in- 
terests you, it would be well to confer with Dr. Bowler 
on the subject of food and sleeping quarters. 


Dr. Roe stated that $1600.00 has been advanced 
to the Woodbury—Putnam Agency to educate the 
public and inquired what was being done about 
educating the doctors and also what had happened 
to the National Physicians Committee. 

Mr. Angus B. Woodbury replied that the doctors 
did not need any education. As far as the public 
is concerned, this campaign had been what might 
be called a “quickie.”’ The firm had done the best 
job that it could, with the time and the money 
available. He stated that the firm had published 
news letters, and had tried to report on the progress 
of the campaign. The different co-ordinating com- 
mittees, in the separate county societies, should get 
out the different literature to all the doctors in their 
areas. During the coming campaign, the firm had 
plans for getting closer to the doctor. 

The Speaker asked Dr. Lull what had happened 
to the funds that had gone to the National Phy- 
sicians Committee. 

Dr. Lull answered that he had no knowledge of 
what had happened to the funds; they were not 
turned over to the American Medical Association. 
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Dr. Harris Powers stated that two checks, dated 
March 23 and April 21, had been sent to the National 
Physicians Committee; these were in the amount 
of $53.00, and both had been returned as soon as 
the organization had been abandoned. 

On motion duly made and seconded it was voted 
to accept the report of the Secretary-Treasurer. 

On motion duly made and seconded it was voted 
to dispense with the reading of the reports of the 
councilors since these will be published in the 


Transactions. 
President Clarence E. Dunbar then spoke as 


follows: 


Our hopes for a peaceful year were blasted when we 
listened to the election returns last year and found that 
some considered that this meant a mandate from the 
people to institute socialized medicine. The American 
Medical Association requested that representatives from 
all the state societies assemble in Chicago on February 12, 
and Drs. Reginald House and Harris Powers were selected 
to represent New Hampshire. Upon their return, they 
presented the facts of the case before a special meeting 
of the House of Delegates held in Concord, and the House 
voted to authorize the Public Relations Committee to 
engage lay assistance. Accordingly, the Angus—Wood- 
bury firm was selected. I believe that the results of the 
campaign organized by this firm fully justify the actions 
of the House in making this decision. 

Conferences have been held with representatives of the 
hospitals, dentists, nurses and Blue Cross and Blue Shield, 
and all have promised full co-operation. In particular, 
Mr. Spaulding, of the New Hampshire-Vermont Hos- 
pitalization Service, has given us all possible aid. 

At the annual meeting of the Council of the New Eng- 
land State Medical Societies, held in Boston on April 20, 
it appeared that New Hampshire was leading the other 
states in organizing the campaign. 

At all times, the attempt has been made to try to em- 
phasize the positive — that is, our campaign is for better 
medical care rather than against anything. As the Public 
Relations Department of the American Medical Asso- 
ciation expresses it: 


The medical profession has some beams that need 
strengthening. They’ve been dramatized by recur- 
rent attacks on the doctors. A few of the danger spots 
are excessive fees, maldistribution of doctors, night 
and emergency calls that go unanswered, rebates, in- 
sufficient postgraduate education in certain areas, 
poor press relations, lack of co-operation with laymen, 
and related health groups in planning for medical 
care, neglecting to publicize and implement our 12-point 
health program and omitting to tell the people about 
the many progressive activities of the profession on 


their behalf. 


I am happy to say that some of the county societies 
already have done considerable work along these lines. 

One of the great complaints of the average layman is 
that the cost of medical care is too high. Ordinarily, the 
patient is satisfied with an explanation that modern 
medical, practice demands more diagnostic procedures and 
necessarily increased costs for the better services ren- 
dered. However, unfortunately, we must admit that oc- 
casionally some doctors have demanded fees that are out 
of line with the usual charges in their locality and the pa- 
tient may have just cause for complaint. To remedy this 
condition, in some states, grievance committees have 
been organized to hear these and other controversial mat- 
ters that might be brought before them. These com- 
mittees have been very successful wherever organized. 
Therefore, I rani eat that the state, county and city 
societies give serious consideration to this plan. 

To further this idea of better public relations, it is 
strongly recommended that the Society organize a state- 
wide health conference of doctors, laymen and consumers 
similar to the conference held in Massachusetts last 
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February. A thousand people participated. Dr. Conlin, 
of the Massachusetts Medical Society, stated “At no time 
abstr has there been a mass, concentrated attempt 
here to bring consumers and distributors of health serv- 
ices — the people who are receiving and the people who 
are doing — together for an exchange of information.” 
Its success was indicated by the Conference’s unanimous 
vote to continue with a similar session a year hence. 

I have in my possession reports of the preliminary meet- 
ings, a list of organizations, representatives invited, by- 
laws, a complete program and outlines of all panel discus- 
sions, which I would gladly turn over to a committee if 
the House sees fit to organize such a conference. 

If it does not seem practical to organize such a con- 
ference on a state level, it is suggested that city or county 
ee might well conduct such a meeting on a smaller 
scale. 

It must not be assumed, because it now appears that 
the complete Ewing plan cannot get through this session 
of the Congress, that we can now sit back and rest. We 
must continue to fight for better medical care and against 
compulsory health insurance for years to come. 

To do this means organization, and proper organiza- 
tion costs money. Some states are spending several hun- 
dred thousand dollars a year in perfecting their plans. 
According to the latest figures available, state dues run 
from $10 to $100, with an average of $27. County dues 
run from nothing to $65, with an average of $15. I do not 
doubt that many societies have raised their dues since 
these figures were compiled. 

Many states employ full-time executives to assist their 
secretaries (even Vermont with a smaller membership 
than ours), and I believe that we should give this plan 

roper consideration. Vermont and New Hampshire 

ave combined successfully in Blue Cross and Blue Shield 
work, and Dr. Bowler suggested that the two states, and 
possibly Maine also, might get together, to organize for 
the future. 

To meet our increased responsibilities, the House must 
give thought to the matter of increasing our dues. 

In conjunction with the annual meeting of the American 
Medical Association there is held a conference of presidents 
and other officers of state medical associations and a con- 
ference of county medical society officers. New Hampshire 
should participate more actively in these conferences. 
By the payment of only $10.00, New Hampshire may 
be recognized as participating in the Conference of Presi- 
dents and I recommend that the Society make this con- 
tribution. 

Many voluntary societies are contributing much to aid 
the fight against compulsion, and I urge their support 
by all members. In particular, I ask support of the cam- 
paign of the American Diabetes Association. Also, work 

as already started on the Crotched Mountain Restora- 

tion Center of the New Hampshire Society for Crippled 
Children and Handicapped Persons, and although some 
have been critical because of the choice of the site, I be- 
lieve that all should lend their aid to the project. 

The American Medical Association is a member of the 
World Medical Association. The United States Com- 
mittee, Inc., has been organized to support the W. M. A. 
in its advancement of medicine, health and peace. Mem- 
bership in this committee is open to all, and all members 
will receive all the publications of the association. Mem- 
bership costs only $10.00 a year. Application blanks may 
be obtained from Dr. Louis H. Bauer, secretary, U. S. 
Committee, Inc., W. M. A., 2 East 103rd St., New York 
29, N. Y. 

It has been many years since our by-laws have been 
brought up to date, and as there have been some changes, 
I recommend that the House consider their revision and 
reprinting for distribution to the membership. 

In conclusion, I wish to thank all the officers and mem- 
bers of the various committees for their splendid work 
during this past year, and to wish the incoming president 
a very successful vear. 


On motion duly made and seconded, it was voted 


to accept the report of the President. 


The report of the Delegate to the American 


Medical Association was then presented, as follows: 
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As three sessions of the American Medical Association 
have been held since the last regular meeting of the Society 
it is not possible in a report of reasonable length to dis- 
cuss all that transpired. Only matters believed to be of the 
greatest interest are mentioned. 

At the session last June in Chicago the resolutions on 
paying physicians engaged in examinations for the armed 
forces, adopted by this society, were introduced by your 
delegate and were approved by the House. 

A second resolution of this society on single examina- 
tion acceptable to the armed forces was adopted, with 
exceptions that did not change the intent of the resolution. 

The revised constitution and by-laws were adopted. To 
conform with them it is recommended that the term of 
office of the delegate begin on January 1 after the annual 
meeting at which he is elected. It is believed that no amend- 
ment to our constitution and by-laws is necessary to make 
definite dates for his term of office. 

The Council on National Emergency Medical Service 
requested each state and county society to appoint and 
organize a similar committee. Our state society has such 
a committee, but it is urged that every county society also 
organize one if it has not done so already. 

The special Committee on Intern Placements, of which 
your delegate was a member, approved regulations regard- 
ing appointment of interns. In the interest of promoting 
general practice and making better specialists, it was 
recommended that all specialty boards require at least one 
year of rotating internship. It was also recommended 
that more rotating internships be for two years. 

A committee to study conditions of general practice 
made an extensive report, including in its recommendations 
that every general hospital be organized so as to give the 
general practitioners adequate staff privileges and repre- 
sentation. 

As it is desirable that some definite procedure be estab- 
lished to choose the outstanding general practitioner in 
the country each year, it was urged that each county 
society name a candidate. Each state society would select 
one general practitioner from this group and submit his 
name and qualifications to the American Medical Asso- 
ciation for the final choice. 

It was stated that 32 per cent of the physicians in the 
country were not members of the American Medical Asso- 
ciation. The comparable figure for New Hampshire of 
18 per cent is better, but is far too high. Every effort 
should be made by the county societies to enroll all eligible 
physicians. 

It was voted to urge each state society to defray the cost 
of the activities of its auxiliary and to pay the annual 
dues of the national auxiliary, thus making the wife of 
every member automatically a member of the state and 
national auxiliaries. 

After the Chicago session, the chairman of the Board 
of Trustees of the American Medical Association appointed 
your delegate to represent New England on the Associa- 
tion’s committee to co-operate with the Red Cross Blood 
Bank Program. The meetings of this committee have 
focused attention on the necessity of having available 
adequate supplies of blood. Our state being very deficient 
in this respect, it is strongly recommended that a com- 
mittee be appointed to correct the condition. A state- 
wide blood bank should be sponsored or established at 
once by our society, either with or without the co-operation 
of the Red Cross. 

At the St. Louis interim session in December your dele- 
gate served as a member of the Reference Committee on 
Reports of Officers. The House of Delegates discussed 
— practicing medicine, the shortage of physicians 
in the armed forces and the care of veterans for nonservice- 
connected disabilities. However, the provision of medical 
care in the American way was the keynote of the session, 
as evidenced by the following. 

The House reiterated its approval of nonprofit, volun- 
tary prepayment medical service plans. 

At a three-hour hearing resolutions favoring a national 
enrollment agency and a national insurance company 
for Blue Cross—Blue Shield Plans were not approved be- 
cause it was not believed that sufficient factual data had 
been supplied so that an intelligent decision could be made 
on this most important subject. 

A statement was issued that we are determined to pro- 
tect and foster the high standards of medical care for the 
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public; that we are steadfastly opposed to the regiments, 
tion and socialization of American medicine, and thy 
we are confident that an intelligent and informed Public 
will join us in our crusade to improve the health and welfar 
of the American people. 

An educational campaign relative to the achievemeny 
of American medicine and the dangers of compulsory sick, 
ness insurance was begun. 

The employment of suitable public-relations counsel ty 
assist in this campaign and the assessment of $25 om each 
member of the American Medical Association to finang 
it were voted. 

In January Whitaker and Baxter were employed 
public-relations counsel, and they have a vigorous program 
well underway. At last we have taken the offensive in oy 
battle against socialized medicine. 

The session in Atlantic City last week stressed bette 
medical care on a voluntary basis, as evidenced by the 
approval of the revised twelve-point program for the ad. 
vancement of medicine and public health, the approyg| 
of Associated Medical Care plans that are to becom 
autonomous trade associations, the approval of the de 
velopment of a national enrollment organization with the 
understanding that any insurance-company plan must 
be approved as any other plan, and the recognition of 
medical care plans operated by lay groups, through the 
adoption of twenty principles as guides for county and 
state medical societies in judging whether or not to recon. 
mend these plans for approval. : 

Legislation to enable veterans entitled to medical and 
hospital benefits for nonservice-connected disabilities to 
obtain these benefits in civilian hospitals of their own 
choice, under the care of physicians of their own choice, 
was discussed. A health-insurance plan, the premium to 
be paid by the Government when the veterans are unable 
to pay the premiums, was proposed, and after a lengthy 
discussion the whole matter was referred to the Board of 
Trustees for study. Resolutions against the governmental 
participation in business in competition with private enter- 
prise were adopted. Dr. Fishbein was praised for his con- 
tributions to the advancement of medical science, but at 
the same time approval was given to the order that he stop 
writing and talking about controversial issues. Plans 
for a new editor and Dr. Fishbein’s retirement are being 
formed. The revised Principles of Medical Ethics were 
approved. It was brought out that it is unethical to buy 
appliances, devices or medicines at wholesale and sell 
them at retail. However, a physician may charge for his 
services. Every effort should be made to satisfy the needs 
of the armed forces for physicians from the 8000 educated 
in whole or in part at Government expense and the 7000 
deferred so as to complete their medical education —all 
of whom have had no military service. 

It was suggested that state societies be strengthened 
where necessary. Your delegate believes that this may 
be accomplished in our state by the employment of am 
executive secretary to meet the increasing demands made 
on our secretary. It is recommended that the president, 
vice-president and secretary of the Society study this 
proposal, confer with the officers of the Maine and Ver- 
mont medical societies regarding a joint executive secre 
tary and report their conclusions to the House of Delegates. 

To strengthen New England’s position in the House of 
Delegates it has been suggested that a common meeting 
room be obtained and that other delegates be entertained 
at the meetings. Your delegate asks if New Hampshire's 
Pgh rages: share of this expense may be included with 

is other expenses. 

The Committee on Hospitals and the Practice of Medé 
cine made a detailed report and recommended the establish 
ment of the same principles governing the proper relations 
between physicians and hospitals that were adopted by 
the Massachusetts Medical Society. : 

It was urged that each state society pass resolutions °F 
proving the American Medical Association’s Educationa 
campaign. The state and county medical societies shoul 
pass resolutions, if they have not already done so, stating 
their opposition to compulsory health insurance an the 
socialization of medicine. 

Your delegate served during this session as chairmat 
of the Reference Committee on Hygiene and Public Health. 
He was one of three nominees by the Board of Trustees 
for membership on the Council on Medical Service but 
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withdrew in favor of Dr. McGoldrick, the present incum- 


bent, who was re-elected. 
In conclusion, we must not be lulled into a false sense of 


security because federal health insurance will not be 
enacted now. The drive for the invasion of the rights 
of the individual will be continued, and we must oppose 
it to save not only the medical profession but our country. 


Dr. Leonard, for the Committee on Officers’ 
Reports, moved that the report of the delegate to 
the American Medical Association be accepted. 

This motion was duly seconded and was carried. 

The Committee on Officers’ Reports then moved 
that a committee to be known as the State Blood 
Bank Committee, be appointed by the President, 
consisting of three members, whose duties it will be 
to co-operate with the Blood Bank Committee of 
the American Medical Association and the American 
Red Cross, and to draw up plans and initiate action 
for the establishment of a self-supporting New 
Hampshire State Blood Bank. 

This motion was duly seconded and was carried. 

The Committee on Officers’ Reports moved that 
the President be authorized to appoint a com- 
mittee to obtain specific information regarding the 
terms, cost of office space, clerical help and other 
conditions involved in the employment of an execu- 
tive secretary by the New Hampshire Medical 
Society, alone or in conjunction with another state 
medical society. Dr. Sycamore and Dr. Bowler 
moved that the motion be amended to include the 
words “‘And that the Committee be instructed to 
report to the House of Delegates at the earliest pos- 
sible moment, at a special meeting.”” Dr. Leonard 
accepted the amendment. 

The amended motion was duly seconded and was 
carried. 

Dr. Leonard, for the Committee on Officers’ Re- 
ports, then moved that for the promotion of good 
public relations, the House of Delegates signify 
that the delegate to the American Medical Asso- 
ciation consider his share of the expense of a general 
meeting room for the New England delegates at 
the annual convention as a legitimate part of the 
expenses allotted to the delegate by the Society. 

This motion was duly seconded, and after some 
discussion was carried. 

Dr. Leonard moved that the New Hampshire 
Medical Society express full approval of the educa- 
tion campaign being conducted by the American 
Medical Association through the agency of Whitaker 
and Baxter. 

This motion was duly seconded and was carried. 

Dr. Leonard stated that the Committee on 
Amendments to the Constitution and By-Laws 
had reported that no amendments had been pro- 
posed, and the Committee, therefore, had no action 
to recommend. Dr. Leonard moved that the report 
of the Committee on Amendments to the Constitu- 
tion and By-Laws be accepted. 

This motion was duly seconded and was carried. 
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Dr. Leonard then observed that the Committee 
on Child Health reported no joint action by the 
Committee beyond the consideration of plans for 
the future by the individual members. The Com- 
mittee, therefore, proposed to defer its formal re- 
port to the next annual meeting. 

He then called attention to the fact that the 
minutes of the 1947 meeting of the House of Dele- 
gates contained no report of the Committee on 
Child Health for 1947. In 1946, the Committee 


reported as follows: 


The Committee on Child Health has been relatively 
inactive. A most important step toward the betterment 
of the health of children in New Hampshire is the study 
of child-health services of the American Academy of 
Pediatrics, which is now in progress. We urge the co-opera- 
tion of the members of the Society in this study. 


Dr. Leonard, for the Committee on Officers’ Re- 
ports, offered an amendment to the present report, 
to include mention of the recent announcement of 
the findings and recommendations of the three- 
year study mentioned in that report of the Com- 
mittee in 1946. The announcement and a reprint 
from the Quarterly Review of Pediatrics, for May, 
1949, had been received by the Chairman. The 
Academy report indicated that there were only 
eleven pediatricians in New Hampshire and that 
three fourths of the private care of children of the 
nation was in the hands of general practitioners, 
nearly half of whom had no hospital training in 
child care; even a fourth of the pediatricians them- 
selves had little hospital training in the medical 
care and health supervision of children. Three 
quarters of the nation’s practicing pediatricians 
were in cities of 50,000 or more population — half 
in communities having medical schools. A third 
were in Massachusetts, New York and Pennsyl- 
vania. The general practitioner, who was principally 
responsible for protecting the health of children, 
actually had little time for preventive measures, 
since only 9 per cent of his time was given for well- 
child care. 

The committee making the study recommended 
strengthening of basic teaching budgets of medical- 
school pediatric teaching departments toward a 
better preparation of medical students; the exten- 
sion of medical teaching and services to outlying 
areas; and provision of fellowships for graduate 
study with hospital training in pediatrics prior to 
entering practice. 

The Committee on Officers’ Reports offered this 
amendment, and moved that the requested defer- 
ment of the report of the Committee on Child Health 
be granted. 

This motion was duly seconded and was carried. 

The report of the Committee on Control of Cancer 
was presented, as follows: 


The annual cancer conference conducted by the Com- 
mittee held a very successful meeting this year on April 12. 
The various talks given by the Boston and New Hampshire 
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men were received with interest and discussed freely. 
The luncheon at noon and al! the expenses of this meeting 
were 9ssumed as usual by the New Hampshire division of 
the Field Army of the American Cancer Society. 

The large group of women in the Field Army have con- 
tinued their well developed functions, including lay educa- 
tion, distribution of pamphlets and posters, making sur- 
gical dressings for indigent patients, transportation of 
patients to clinics and hospitals, and increasing their large 
membership. They have supplied reading material for 
every library in the state and have continued work in high- 
school cancer education. 

There has been a gradual increase of patients attending 
the state cancer clinics during the past year. On account 
of the rapid increase in hospitalization expenses during 
the last two years, the Cancer Commission has found 
it necessary to apply to the governor and council for extra 
funds to finish out this fiscal year, and these funds have 
been allocated without opposition. 

As usual, three letters on pertinent cancer subjects have 
been mailed to each member of the New Hampshire 
Medical Society. The first one gave information regard- 
ing the method of applying to the Cancer Commission 
for financial aid for medically indigent cancer patients. 
Immediately after this was issued there was a prompt 
increase in the number of requests for assistance. The 
second letter was a discussion of the treatment of carcinoma 
of the cervix and a warning against attempting an in- 
adequate operation. It stressed the point that operation 
should be on early cases and should consist of an actual 
Wertheim operation. The letter stated that a panhysterec- 
tomy is not the treatment for cancer of the cervix at any 
time and is not the accepted form of treatment. It also 
quoted authorities stating that the choice of treatment of 
carcinoma of the cervix was still x-ray and radium. The 
third letter suggested the very important use of every 
doctor’s office as a cancer-detection center and suggested 
a minimal examination for the patients who come to the 
doctor for an examination that might detect the presence 
of cancer. We believe that this is an important service 
that could be rendered the public by the doctors in New 
Hampshire. 

Owing to the increasing number of members in the New 
Hampshire Medical Society and to the increased postal 
rates, your committee spent $2.75 more than the $60.00 
appropriation, and we request an appropriation of $70.00 
for the next year. 

GeorceE C. WiLkins, Chairman 
GeorceE F. 

E. 

Wa ter H. Lacey 


Dr. Leonard, for the Committee on Officers’ 
Reports, moved that the annual appropriation for 
the Committee be increased to $70.00, and that the 
entire report be accepted. 

This motion was duly seconded and was carried. 

The report of the Committee on Industrial Health 
was then presented as follows: 


The Committee has made some gain during the past 
year in the development and promotion of industrial 
medicine and health among New Hampshire industries, 
and it is believed that, with continued effort, New Hamp- 
shire will equal, if not exceed, the accomplishments made 
in our neighboring states and other states in the United 
States. 

A meeting of the Committee was held on February 16, 
1949, at the State House, Concord, New Hampshire. 
Problems discussed and accomplishments of the Com- 
mittee are included in this report. 


Industrial Medical and Nursing Services 


During the past year, there were in New Hampshire 
an average of approximately 89,000 persons engaged in 
types of industries in which occupational disease and 
health hazards are known to exist. It is well known that 
a medical and nursing service program conducted in an 
industrial plant will decrease substantially occupational 
disease cases, injury rates, and provide other benefits 
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that are of economic value to the industry. Table ] shows 
the number of workers in New Hampshire who are Dro. 
vided medical or nursing service, or both. 


TABLE 1. Service Provided Workers in New Hampshire, 


ERVICE No. oF Worx 
WorkKERsS Prove 
WITH 
Servicg 
| 
Medical or nursing, or both .... 23,150 %6 
Full-time physician at plant 3,000 3 
Full-time industrial nurse (total) 23,150 %6 
With direct medical supervision 14,650 16 
Without direct medical supervision 8.500 10 


The size of the plant necessarily influences the extent of 
health services provided for émployees. Table 2 showy 
the percentage distribution of workers according to siz 
of plants and the percentage of workers provided medical 
or nursing service, or both. 


Taste 2. Distribution of Workers Receiving Service, 


Size or PLant* PERCENTAGE OF PERCENTAGE OF 
WorkKERS Workers 
AccoRDING TO Provipep Mepicat 
Size oF PLant or Nursinc Service 
on Bortz 
47.5 Less than 
250- 499. 23.7 22 
18.9 38 
5.8 100 
2,501 and over ........ 4.1 100 


*According to number of workers. 


The above data indicate that the larger plants provide 
medical and nursing services, whereas there are many 
plants with a working force between 500 and 1000 per 
sons that provide no medical or nursing service for their 
employees. These plants include shoe, textile, wood 
products and other industries. Similarly, there is a greater 
number of plants employing 250 to 500 persons that pro 
vide no medical or nursing service for their workers. 

Although pre-employment and periodic physical ex 
amination of employees is the essential basis for a medical 
and health program in industry, only 60 per cent of plants 
providing nursing services also provide for physical ex 
aminations of their employees. Table 3 shows the num- 
ber and percentage of industrial workers who receive the 
benefits of physical examinations. 


TaBLe 3. Workers Receiving Physical Examinations. 


No. or No. or PERCENTAGE OF 
Provipep Emp.toyees Provipep Workers Havinc 
MepIcat or NursInG WITH PRE-EMPLOY- PuysicaL 

SERVICES MENT PuysicaL EXAMINATIONS 
EXAMINATION 
23,150 13,850 60 


One plant in New Hampshire employs a full-time phy- 
sician as medical director; in addition, there are at present 
39 full-time industrial nurses who are providing services 
for 23,150 industrial workers employed in 22 industrial 
plants in New Hampshire. 

Justification for industrial plants to provide medical 
and nursing facilities for their employees is well established. 
To mention one example, a survey conducted by the 
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National Association of that 
jant, however small, can afford to be without a health 
peaity The annual net profit to the average plant of 
fo" employees from the operation of a health program 
‘s $5610. The yearly loss to a company of 500 employees 
h t operates without a health program may be $39,000. 
ams derived from these services, according to this 
survey; included compensation-insurance reduction, lower 
absenteeism, less labor turnover, reduction in occupational 
diseases and in accident frequency. Ets 

The Committee believes that. one of the objections 
raised by industry to the establishment of medical and 
nursing programs was the fact that no accurate figures 
were available concerning the cost and benefits of such 
services. It was pointed out during Committee discus- 
sions that where industrial medical services were provided 
for employees on a fee basis, industry, could not budget 
for this expense, having no information on the yearly 
cost, and hence, industrial officials were reluctant to in- 
augurate medical programs. However, if medical serv- 
ice was on retainer basis, a method of gp Seas: that is 
being used in the majority of the plants throughout the 
United States, industry would have definite informa- 
tion concerning the cost of the service and would be 
able to plan and budget for the program. It was further 
noted in the discussions that this is particularly true 
with the smaller plants and that some consideration 
should be given by the physicians in the State to this 
method of payment. Several members of the Committee 
indicated that payment for their services was made both 
ways — namely, on a fee basis or on a retainer basis — 
and that, as far as they were concerned, either method 
was satisfactory. However, some physicians are not in a 
position to know, in all plants, the approximate cost on 
a yearly basis, and it was pointed out that it might be 
well for the physician to provide his services for a year 
on the fee basis, at which time, he would have sufficient 
information to estimate the approximate cost on a yearly 
retainer basis. 

The Committee realizes that concrete information 
should be made available for industrial officials relative 
to the cost of establishing medical dispensaries and operat- 
ing costs, including fees or retainer salaries for physicians, 
nurses’ salary, equipment, supplies and other expenses. 
In an attempt to provide this information, the Committee, 
in co-operation with the Department of Health, is now 
preparing a publication on the benefits and costs of in- 
dustrial and medical nursing services in industries in 
New Hampshire. Figures being collected from several 
plants in the State show the actual costs and benefits 
derived from medical service programs. Data will be 
available on initial cost of inaugurating medical and 
nursing services, operating costs and benefits derived, in- 
cluding decrease in absenteeism, decrease in accident and 
occupational disease, improvement of employee relations 
with management and increased production. 

It is the belief of the Committee that, if specific informa- 
tion and data are available for industrial officials, they 
will recognize the value of such services and take steps for 
their inauguration in the plants. 


Medical Services for Small Plants 


The Committee has under consideration a program 
whereby several small plants located near together can 
combine and operate a central industrial medical dis- 
pensary staffed with a full-time nurse and a part-time 
physician. It has been demonstrated in other sections of 
the United States that such a program can be successful 
when several small plants combine their efforts and facili- 
ties for the establishment of a medical and nursing dis- 
pensary for the use of all plants participating. ‘It is ex- 
pected that this program will get under way during the 
coming year, and we shall have more information to report 
Next year, 


Preplacement Physical Examinations 


The Committee, in co-operation with the Division of 
Industrial Hygiene, has published a booklet entitled, 
Health Evaluation Examinations in Industry.” The 
purpose of this publication is to inform industrial officials 
of the benefits derived from pre-employment and periodic 
physical examinations of their employees, and to indicate 
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to them basic data included in a complete physical ex- 
amination. In addition, certain screening technics are 
given whereby the industrial nurse can evaluate the 
health status of her applicants for employment as an aid 
in proper placement of employees in plants where com- 
plete physical examinations are not performed by a phy- 
sician. It is recommended that all suspicious or doubt- 
ful cases be sent to a physician for a complete medical 
examination. -It is believed that such screening technics 
are better than no medical examination, and that they 
will demonstrate the value of physical examinations for 
all employees to industrial officials. Copies of this pub- 
lication have been mailed to industrial officials, physicians, 
nurses and other organizations and persons interested in 
industrial medicine and health. 


Chest X-Ray Examination of Industrial Employees 


The Committee has worked closely with the New Hampe 
shire Health Department in its program of providing 
free chest x-ray study for industrial employees. As of 
pone 1, 1949, 15,532 industrial! employees in 55 plants 
ad received chest x-ray examinations. The provision 
of these facilities, through the co-operation of the Health 
Department and the New Hampshire Tuberculosis Asso- 
ciation, is a program that should receive full support from 
the Society. The Committee strongly endorses this pro- 
gram and urges its continuation. 


New Hampshire Industrial Nurses’ Association 


The New Hampshire Industrial Nurses’ Association, in 
co-operation with the New Hampshire Health Depart- 
ment, has prepared and published a pamphlet entitled 
“Personnel Policies and Practices for Industrial Nurses 
in New Hampshire.” The Committee endorses the aims 
and objectives of this organization, and has worked closely 
with it in the promotion and improvement of industrial 
nursing in New Hampshire. 


Industrial Health Committee, New Hampshire Manufac- 
turers’ Association 


The Committee has kept the Industrial Health Com- 
mittee, New Hampshire Manufacturers’ Association, in- 
formed regarding its activities, and it is planned, in the 
near future, to have a joint meeting of the two com- 
mittees to discuss and evaluate programs for the im- 
provement of the medical and nursing services in indus- 
try, and for the development of joint activities for the 
betterment of the health of the industrial workers in New 
Hampshire. 


Information on Toxic Chemical and Other Substances Used 
in Industry . 


The Committee believes that information should be 
prepared, published, and circulated among physicians, 
nurses and industria! officials relative to the toxic chemi- 
cals and substances used in industry. Many of the new 
materials developed during the war are being used in 
the plants throughout the State, and it is believed that 
information about their toxicity, symptoms of poison- 
ing and other information should be made available 
to give better protection for the industrial workers who 
are exposed to these substances. Of particular impor- 
tance are the radioactive isotopes, the increased use of 
fluoroscopic equipment and x-rays, and the development 
of methods for the use of beryllium. The Committee has 
requested the Division of Industrial Hygiene to prepare 
in mimeographed form pertinent information on such 
substances for distribution. 


Reporting of Occupational Diseases 


The passage of the Occupational Disease Compensa- 
tion Law, two years ago, by the Legislature emphasizes 
the need for reporting occupational diseases to the Health 
Department. The Committee believes that, for the fair 
and just awarding of compensation for occupational 
disease, all facts relating to the case should be deter- 
mined and evaluated. It is desired to point out that the 
Bureau of Labor holds hearings on compensation cases, 
and that the medical evidence rests largely with the 
physicians who have seen the case. There should be a 
definite relation between the patient’s exposure to a toxic 
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substance and some assurance that the quantity to which 
he was exposed was sufficient to give symptoms of poison- 
ing and that the medical findings definitely relate to the 
physiologic reaction of the substance in question. It is 
the belief of the Committee that proper evaluation of all 
cases can be obtained through the technical assistance 
of the Division of Industrial Hygiene, which has instru- 
ments available to measure and evaluate the degree of 
exposure and to perform laboratory analyses for the 
determination of toxic substances present in commercial 
or other products. For these reasons, the Committee 
believes that the reporting of occupational diseases to the 
Health Department is important, so that studies and in- 
vestigations can be made and methods inaugurated to 


prevent future cases. 
Davin W. Parker, M.D., Chairman 


Dr. Leonard, for the Committee on Officers’ Re- 
ports, moved that the report of the Committee on 
Industrial Health be accepted. 

This motion was duly seconded and was carried. 

The report of the Committee on Maternity and 
Infancy was then presented, as follows: 


Stupy or MarTernat Deatus, STILLBIRTHS AND INFANT 
DEATHS UNDER ONE YEAR FOR 1948 


This is the fifteenth year in which the Committee has 
conducted an annual study of maternal deaths, infant 
deaths and stillbirths. Maternal deaths are appraised 
carefully through the analysis of data from the physicians 
reporting the deaths. It has been impractical and im- 
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TasLe 1. Maternal Deaths by Groups, according to Respon- 
sibility for Death. 


Group CLASSIFICATION No. or 
Cases 


I Those in which the patient was at fault because of 
refusal or neglect of prenatal care, self-induced 

II Those in which the obstetrical treatment was inade- 
Ill Those which were apparently unavoidable......... 
IV Those in which data were insufficient, and cause was 
therefore undetermined ....................... 


aw 


° 


possible to duplicate this method for infant deaths and 
stillbirths since the numbers are so great and the Com- 
| mittee’s time so limited. However, the Committee com- 
piles a list of these infant deaths by causes as recorded on 


TaBLe 2. Causes of Maternal Death. 


Cause No. or 
DeatTus 

Abortion (spontaneous, therapeutic or of unspecified origin) 
with mention of other infection .................cc0000 


09 
» 
= 
° 
5 
° 
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the death certificates, to keep an annual record of chief 
causes and their variations from year to year. It may be 
of increased value as the years go on to study trends in 
the factors contributing to the death of infants and still- 
births. Tables 1-7 show maternal deaths for 1948 by 
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cause, occurrence (county — urban and rural) 
designating or emphasizing responsibility in the 
of the case and a list of maternal death rates p 


Condy 
er 


TABLE 3. Grouping of Causes of Maternal Death, 


Cause No o 
Deaty 
Hemorrhages of childbirth: 


live births by years since 1933, as well as infant de 
and stillbirths by cause and sex for 1948. 

It should be reported that the method of conduetiy 
this study for the calendar year 1948 was done as ing 


TaBLe 4. Maternal Deaths, by County, for Urban and Rug 


Areas. 
County UrsBan Rurac Toma 

7 0 7 
2 0 2 
Totals... 14 0 14 


past. The co-operation of the Department of Healt 
was obtained through the use of personnel in the Division 
of Maternal and Child Health and Vital Statistics. The 
the Committee may review and study the cases withow 
bias, all information concerning the identity of the phy 
sician, hospital and locality is obtained by the Divisia 
of Maternal and Child Health, acting for the Committe. 


Taste 5. Maternal Death Rates per 1,000 Live Birth, 
1933-1948. 


© 
o 
3 


1948* 
*Number of births in 1948, 12,784. 


When that division has compiled and prepared data ft 
study, the Committee meets, discusses, appraises 4! 
evaluates the case from factual data at hand. It has bet 
necessary in some cases to request additiona! informatie 
on the conduct of the case after a preliminary meetilf 
All possible data is sought, that the Committee m4 
determine objectively the proper classification of ti 
maternal death. The Committee wishes to reiterate @ 
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‘sion in realizing that the decisions made are not in- 
Pilible It hopes, however, that an impersoral discussion 
a which the report evolves, together with a letter con- 


der One Year of Age, according to Cause 


CausE Sex 
MALE FEMALE TOTALS 
with respiratory complications 
specified 
Enceph 
Tumors of 
Diseases © 
Other general diseases ..... 
Otitis and other diseases 
Unspecified pneumonia 
Diarrhea and enteritis 


=! 4 
Hoe 

= 


Hea 
VISION 
Tha 
without 
phy. 
Divisio: 
mittee. 


& 
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Congenital malformations: 
Congenital hydrocephalus 
Spina bifida and meningocele ............. 
Anencephalus 
Other congenital malformations of central 
Congenital malformations of heart ........ 
Congenital malformations of digestive system 
Other and unspecified congenital malforma- 


Ne 
OPN 


> 
2. 
@ 
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Other diseases peculiar to first year of life .... 
Automobile accidents 
Accidental mechanical suffocation ........... 
Accidental injury by fall ................... 
Obstruction, suffocation or puncture by in- 
Other and unspecified accidents ...... 
Ill defined conditions ................... 
Unknown or unspecified causes ............. 


*Infant death rate per 1,000 live births in 1948, 27.9. 


| 


taining suggestions to the individual physician reporting 
the case, may be helpful in the conduct of future similar 
cases. 

This report is made possible only through the co-opera- 
tion of physicians in furnishing as full and descriptive 
information and facts as possible. Any faulty judgment 
on the part of the Committee may be due entirely to lack 
of pertinent information obtained from the physicians. 

This year all but one physician returned the data re- 
quested. If the Committee is to continue to conduct this 
study in future years it is essential that physicians respond 
as promptly as possible and give as full information as 
possible. 

All cases studied are reported through the Division of 
Vital Statistics of the State Department of Health, where 
the death certificates are received and filed. 


MaTERNAL DeEatus 


There were 14 maternal deaths in 1948. The number of 

births in 1948 was 12,784, giving a maternal death rate 
of 1.1 per 1000 live births. This rate is identical to that 
recorded for 1947, when the number of maternal deaths 
was 15 and 13,638 births were reported. The peak in 
births was apparently reached in 1947 with a slow and 
slight downward swing this year with 854 fewer births 
than in the previous year. 

The table of the causes of maternal deaths for 1948 
reveals a more varied listing of causes than in most years. 
However, In grouping similar causes together, it is in- 
teresting to observe that 6 out of the 14 deaths were due 
to nephritic conditions or damage to kidney tissue before 
or during pregnancy or to puerperal toxemias. The line 
between an out-and-out nephritis aggravated by a preg- 
nancy and a true toxemia of pregnancy is at times difficult 
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to draw. It was the opinion of the Committee that the 
treatment given nephritic patients or those showing symp- 
toms of toxemia, early or late in pregnancy, was generally 
fearful and inadequate. The Committee believes that 
heroic medical treatment to such patients should be in- 
stituted as soon as the signs and symptoms appear. There 
seems to be, as there has been in past studies, an uncon- 
trollable temptation on the part of some physicians to 
empty the uterus at all costs and ignore the necessity of 
treating the patient. The Committee condones the in- 
terruption of the pregnancy in toxemias as part of the 
accepted treatment, and by the most safe and logical 
means, but it decries the forceful dilatation of the cervix 
followed by forceps delivery under any circumstances. 
Due and deliberate consideration should first be given 
to the degree of prematurity and, above all, to the medical 
control as far as possible of the condition by the use of 
magnesium sulfate intravenously alternated with glucose 
and sedation and, when convulsions are imminent, a rapid 
digitalization. The decision when and how the pregnancy 
should be terminated is admittedly a very difficult one, 
and the Committee believes that in all such cases com- 
petent consultation should be sought with an obstetrician. 

In 2 of tke maternal deaths a definite diagnosis of rheu- 
matic heart disease was made before pregnancy. In 1 
of these the patient sought no prenatal care and died of 
hemorrhage and congestive heart failure after a home de- 
livery. This was the only home delivery in this series 
and one of the very few recorded for several years. 

There were 2 ectopic pregnancies. One occurred with- 
out warning and in the absence of a history of pregnancy 
and no external bleeding. The other was undiagnosed 
before death despite a previously performed dilatation 
und curettage and a definite history of pregnancy and 
external bleeding. 

Of 3 hemorrhages of childbirth, 2 were placenta previas 
and 1 was due to a self-induced abortion. 

The Committee classifies the causes of death in accord- 
ance with the data and facts presented and may, in some 
cases, differ in the diagnosis from that recorded on the 
death certificate and as coded according to the Inter- 
national List of Causes of Death by the Division of Vital 
Statistics. In 1948, however, there was complete agreement 
and the table, therefore, shows only one listing of these 
causes. 

The Committee further classifies maternal death causes, 
for purposes of this study, into the four groups shown in 
Table 1. 

Only 1 case was classified as undetermined because of 
insufficient data. The largest number of cases was classi- 
fied as unavoidable, with the patient’s negligence taking 
a close second place. The Committee believed that in 3 
cases there was definite evidence that the obstetric treat- 
ment and conduct of the case were inadequate. It may 
be of interest to review these cases briefly. Causes listed 
in this group were: 1 ectopic pregnancy; 1 hemorrhage 
of childbirth (placenta previa); and 1 puerperal eclampsia. 

The ectopic pregnancy occurred in a twenty-five-year- 
old woman who had given a history of having missed a 
period. Irregular and profuse vaginal bleeding had oc- 
curred about two weeks before the final episode, at which 
time she was admitted to a hospital and had a dilatation 
and curettage. A diagnosis of possible miscarriage was 
made. After discharge she continued to have moderate, 
irregular bleeding. Suddenly, a severe vaginal hemorrhage 
developed, and because of a confused history, including 
the imbibing of alcoholic beverages, she was thought 
to be suffering from acute alcoholism. She became rapidly 
weaker and when admitted to the hospital again did not 
respond to treatment and died in apparent shock three 
hours after admission. A diagnosis of acute alcoholism, 
with question of shock, was made. Autopsy revealed 
rupture in an ectopic pregnancy and pelvic hemorrhage. 
The Committee believed that a diagnosis should have been 
made at the time the dilatation and curettage were per- 
formed and again when the vaginal hemorrhage occurred. 
Any patient who bleeds during the first two months of 
pregnancy should always arouse a suspicion of an ectopic 
pregnancy. 

The case reported as placenta previa in this group was 
in a woman who was pregnant for the tenth time. She 
did not seek prenatal care and claimed to have had a 
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normal pregnancy until profuse vaginal bleeding occurred 
near term. She was taken to the hospital, where a trans- 
fusion was attempted. She was apparently in labor, but 
the uterus admitted only two fingers. A forceful manual 
dilatation was performed, and a stillborn infant delivered 
by forceps after the delivery of the placenta, which came 
down first. No rupture of the lower uterine segment was 
found. The patient died a few hours later. The Com- 
mittee believed that consultation should have been sought 
and a more vigorous effort made to administer plasma 
It was the opinion that the patient 
might have had a better chance had a cesarean section 
_been done, preceded and accompanied by adequate intra- 
venous therapy with glucose and whole blood. This was 
especially considered a more desirable approach since the 
membranes had not ruptured and the cervix was not 


and whole blood. 


dilated to any degree. 


The puerpera! eclampsia reported and classified in Group 
II was a primipara, forty-three years of age, who had 
been given prenatal care from the earliest possible time 


TaBie 7. Stillbirths, according to Cause and Sex. 


No. or 
MALE FEMALE UNKNOWN TOTALS 
Causes determined in fetus, placenta 


Cause 


and cord: 
Malformations of central nervous 

Malformations of other systems 

Unspecified congenital malforma- 

seeks 0 3 3 
Cord condition without mention 

of placental state........... 10 25 
Placental states without mention 

of cord condition .......... eS 24 49 


Birth injury with mention of dis- 
proportion but no mention of 


abnormality of pelvis ........ 4 2 6 
Birth injury with mention of mal- 

OF Fetus 1 0 1 
Birth injury with mention of ab- 

normality of forces of labor .. 1 0 1 
Infection other than syphilis 0 1 1 
Esythroblastoss 1 4 5 

Causes and conditions in mother 

associated with fetal death: 
ee 1 1 2 
Chronic diseases of genitourinary 

Other acute diseases and con- 

Toxemia with convulsions during 

pregnancy or labor (eclampsia) 0 3 3 
Other toxemias of pregnancy ... 5 5 10 
Infection (ante or intra partum) 0 1 1 
Difficult labor with mention of 

abnormality of bones of pelvis 2 0 2 
Difficult labor with mention of 

malposition of fetus........ ae i) 1 1 
Difficult labor with abnormalit 

Ill defined and unknown causes: 


*Stillbirth rate per 1000 live births in 1948, 19.2. 


and had not shown any symptoms or findings suggestive 
of a toxemia until about two weeks before the time when 
a planned cesarean section was to be performed. I[ndica- 
tions for the section were fairly clear cut because of the 
woman’s age and the possibility of renal failure in the face 
of the appearance of albumin. During the operation the 
patient’s blood pressure suddenly rose and continued to 
remain high. Albumin was abundant in the urine. Treat- 
ment had consisted of a salt-free diet. No intravenous 
magnesium sulfate was given, nor was any regime aimed 
at combating the toxemia followed. Six hours after the 
cesarean section the patient had convulsions and died. 
The Committee believed that the patient should have been 
given earlier treatment for toxemia and vigorous post- 
operative intravenous therapy. Patients presenting even 
a suspicion of a toxemia should be seen once a week or 
oftener to check blood pressure and urine. In this case 
there was apparently a two-week period before hospitaliza- 
tion during which the patient was not seen. 

In the other categories it seems sufficient to comment 
only on the causes as grouped. They are as follows: in 
Group I, 1 case was a self-induced abortion, about which 
little could be determined: 1 patient neglected to seek pre- 
natal care, had an uncontrolled diabetes and developed 
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convulsions before a physician was called; 1 woman 

had had a kidney removed because of tuberculosis and 

had a history of hypertension over many years and 

came pregnant despite medical counsel to the contra 
died near term of complete failure of the remaining i 
ney despite every possible intensive medical treatme 
and delivery of a stillborn child by cesarean section wel 
premature separation of the placenta was diagnogs 
another case was in a woman with severe rheumatic hep 
disease who did not seek prenatal care and refused mola 
advice concerning pregnancy. 

These cases point up the problem of attempting to jp 
form the public of the necessity for adequate and early pp 
natal care. The Committee believes that physicians shoul 
seek and accept all available assistance from private gy 
public agencies concerned with maternal health to the 
that women seek a physician’s services as early as possi 
in pregnancy. 

In the group of unavoidable deaths there were the fy 
lowing: ectopic pregnancy — acute rupture without Vagin 
bleeding, 1 case; puerperal nephritis with terminal pul 
monary edema, 2 cases; inversion of the uterus, 1 cay 
placenta previa and pulmonary infarct, 1 case; and pug. 
peral embolism and rheumatic heart disease, 1 case. 

In the 1948 series of maternal deaths 5 autopsies wen 
performed or recorded. This represents approximate) 
a third of the number of cases and the Committee ump 
that more post-mortem examinations be performed 4 
the years go on so that more accurate conclusions may ly 
drawn concerning maternal mortality and morbidity, 


CoMMENTs AND RECOMMENDATIONS 


In summary, the Committee attempts to emphasiz 
by way of making recommendations and comments cep 
tain principles that may be of value in the deliberation 
of future conduct of comparable maternity cases. It is noted 
with gratitude that again almost half the total deaths rm 
ported were determined as unavoidable. This means that 
deaths from maternal causes occur chiefly through ac¢ 
dental or unavoidable circumstances. The decreasing 
maternal death rate of actually only 1 maternal death 
for every 1000 live births is indeed encouraging. The 
Committee would like to think that its efforts over the 
past fifteen years have contributed to this great decreas 
by thé dissemination of information and the presentation 
of concrete and specific suggestions concerning accepted 
practices in obstetrics. It may be that a study of maternal 
morbidity should be undertaken by someone in accordance 
with requirements of the American College of Surgeons 
for hospital standards in obstetrics. 

Since there has been evidence that treatment of toxemias 
and nephritic complications of pregnancy was indefinite 
or inadequate in this study, the Committee recommends 
that patients who show even the earliest symptoms o 
signs of suspected toxemia be seen prenatally at least 
once a week, or oftener if necessary. It cannot be repeated 
too often that treatment should be started at the earliest 
possible time. In toxemias (Grade III), this should bea 
regime of bed rest, sedation and intravenous injection 
of magnesium sulfate alternated every two hours with 
concentrated glucose, the dosage regulated according to 
the severity of the symptoms and adapted to the individual 
case. If convulsions develop or are threatened, rapid 
digitalization should be accomplished. Fluids should be 
limited early, with attention to a salt-free diet in the early 
stages. Interruption of the pregnancy should be com 
sidered with competent consultation with an obstetrician. 
The concern should be for planning the safest time and 
method of delivery weighed against all facts governing 
the individual case. 

The Committee wishes to re-emphasize its continued 
stand on the practice of forceful manual dilatation of the 
cervix. There is no indication, in the Committee’s opinion, 
for such a practice under any circumstances. ; 

The Committee believes that all placenta previas ™ 
primiparas should be delivered by cesarean section, an 
that all complete previas, whether in multiparas or pt 
miparas, should be delivered by section. 

It should be stressed again that anesthesia is of the ut 
most importance in obstetrics. The goal of all should be 
that only well trained anesthetists be used if possible. 
One of the most important services of a hospital obstetri¢ 
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is the availability of a ‘thoroughly trained 
anesthetist. Physicians should be encouraged to receive 
special training in this field so that the supply of much 
needed personnel will be ready to meet the demands. 

The Committee believes that cesarean sections should 
not be erformed without competent consultation with a 

ualified obstetrician. : 

The Committee wishes to point out that the third stage 
of labor is the most dangerous of all the stages. When 
the placenta is expelled great care should be taken that 
any exertion of pressure always be in the anteroposterior 
direction. An early Credé maneuver on the uterus should 
not be done unless it is done during contractions of the 
uterus and then in the anteroposterior plane. No placenta, 
‘t ig urged again, should ever be delivered unless the fingers 
of one hand are between the fundus of the uterus and the 
symphysis pubis. If these things are observed the Com- 
mittee believes that inversion of the uterus will be pre- 
vented. Although the incidence of inversions is small, the 
shock and sudden death of the patient developing this 
condition is so dramatic that a repeat performance would 
be disastrous so far as the physician is concerned. The 
Committee observes that inversions of the uterus are in- 
cluded as causes of maternal deaths in most past reports. 

The Committee wishes to thank all physicians who 
reported maternal deaths for their co-operation in furnish- 
ing the necessary and detailed facts on each case. Thanks 
is also extended to hospitals for making records available 
and preparing copies of such records for use of the Com- 
mittee. Any recommendations or comments from phy- 
sicians throughout the State that would assist the Com- 
mittee in submitting a more helpful report are welcome. 

The Committee wishes to acknowledge with apprecia- 
tion the co-operation of the Department of Health through 
its Divisions of Maternal and Child Health and Vital 
Statistics for assistance in furnishing data and personnel 
in the preparation of this report. 

RosBert O. Bioop, M.D., Chairman 
BenyamIN P. Burpee, M.D. 
Freperick S. Gray, M.D. 


department 


Dr. Leonard, for the Committee on Officers’ Re- 
ports, moved that the report of the Committee on 
Maternity and Infancy be accepted. 

This motion was duly seconded and was carried. 

The report of the Committee on Medical Eco- 
nomics was then presented, as follows: 


The principal development during the past year in the 
field of medical economics has been the inauguration of 
the American Medical Association’s campaign of public 
education on the principles of voluntary medicine as op- 
posed to compulsory insurance. Since this subject will 
be fully covered in other reports, it will not be considered 
further here. 

As a result of the Campaign of the American Medical 
Association, the trustees of the National Physician’s 
Committee have concluded that their program is no 
longer necessary, and on April 10 of this year it was voted 
that the affairs of the Committee should be liquidated. 
This action brings to a close the activities of this Committee, 
which has been the center of considerable controversy 
both within and without the profession, and it is un- 
doubtedly best that the public relations of the Ameri- 
can Medical Association should be in its own hands. 


Schedule on Welfare Cases 


In accordance with the instructions of the House of 
Delegates, your committee met with the State Board of 
Public Welfare to discuss the fee schedule for patients 
receiving State aid. As a result of the discussion, the 
Board agreed to request an increased appropriation from 
the legislature in order to permit an increase in the fee 
schedule. To the present time, the legislature has taken 
No action on the budget. 


Blue Shield 


Growth in membership in the Blue Shield has been 
much slower in the past year than in the preceding twelve 
months, Surgical service now covers 175,000 persons, 
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of whom 100,000 are also enrolled in medical service. 

his decrease in rate of growth is an expected develop- 
ment, since most of the available large employee groups 
had been enrolled previous to this year, and therefore 
later increase has been in small units. An important de- 
velopment in making the service more readily available 
to all citizens of New Hampshire and Vermont has been 
the vigorous campaign to organize community groups. 
All communities in New Hampshire now have such groups, 
and rapid progress is being made in Vermont. Another 
factor in the decreasing rate of growth has been the can- 
cellation of contracts by some of the larger employers, 
with the inability of Blue Shield to write coverage out- 
side our own territory as an important factor in these 
losses. With 20 per cent of the population covered, how- 
ever, our plan now ranks second in the country in per- 
centage of population enrolled. 

Certain tendencies that have developed in the operation 
of our program require critical scrutiny and necessary 
corrective measures. A year agO your committee reported 
that the loss ratio of the surgical service was running in 
excess of 100 per cent, and made necessary an increase 
in premium rates. This increase was effective on July 1, 
1948, and for the remainder of the year the experience 
was within reasonable limits. There has been a steady 
rise in the curve of utilization, however, and the rate at 
the present time, as indicated by hospital admissions, 
is at a level about 30 per cent above the expected rate as 
shown by the averages of the other New England states. 
It is difficult to determine the cause of this excessive 
utilization, but the question of abuse of the service by 
unnecessary use must be considered as one possible con- 
tributing factor. 

The great majority of the members of the New Hamp- 
shire Medica! Society have given full support to the Blue 
Shield program, but a small minority have obviously 
been guilty, either through ignorance or design, of abus- 
ing the service for their own advantage. Such actions 
not only overburden the plan financially and unjustly 
penalize the co-operating physicians but also adversely 
affect the reputation of the program in the eyes of the 
public. 

There has also been a generally increased tendency to 
charge fees in excess of the allowance in the schedule of 
benefits. Although this schedule was not intended to 
be a fee schedule, it was the understanding, when the 
plan was originally instituted, that in the low-income 
group, fees charged should not exceed the benefit allowed. 
At present, “low income” is generally considered to be 
any income up to $3500 per year per family. For the 
protection of the policyholder, it may be necessary to 
write a service contract for this group unless full volun- 
tary co-operation can be obtained from the members of 
the sponsoring societies. 

The excessive loss ratio can be met in one of three ways. 
First, the ‘subscriber rates can be raised to the point neces- 
sary to cover the present cost. This step would be unfair 
to the subscribers until we as doctors are sure that we are 
all living up to our part of the agreement, and at this par- 
ticular time, it would have an unfortunate effect from a 
public relations point of view. Secondly, payments to 
physicians may be prorated to cover the loss, and for the 
first time in the history of the plan, the Board of Directors 
considered this action to be necessary as affecting the 
May payments. Thirdly, any abuse by the minority must 
be controlled by the majority. 

The action of the Cheshire County Medical Society 
furnishes an answer to some of these difficulties. In brief, 
the members have officially voted to accept the benefit 
allowance as full payment for services to the low-income 
group, and the staff of the Elliott Hospital in Keene has 
set up a committee to review all Blue Shield and Blue 
Cross admissions. The Board of Directors of the Blue 
Shield instructed its. president to request each hospital 
staff to set up such a committee. 

The New Hampshire and Vermont medical societies 
are the sponsors of our Blue Shield Plan and are respon- 
sible for its healthy growth. The promotion of volun- 
tary sickness insurance is the cornerstone of the Ameri- 
can Medical Association’s educational campaign. It is 
therefore the obligation of each one of us to do every- 
thing in his power to make our own Blue Shield successful. 
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The Committee therefore recommends that the House 
of Delegates urge all members of the New Hampshire 
Medical Society to give full support and co-operation to 
Blue Shield; that each county medical society be requested 
to take action similar to that taken by the Cheshire County 
Medical Society; that each hospital staff be urged to co- 
operate fully with Blue Shield by appointing an active 
review committee; and that each county committee of the 
educational campaign be instructed to contact each 
hospital in its county to obtain co-operation in this program. 


Lesuie K. Sycamore, Chairman 
N. Frisorc, M.D. 
rANcIS J. C. DusBe, M.D. 


Dr. Leonard, for the Committee on Officers’ Re- 
ports, moved that the report of the Committee on 
Medical Economics be accepted with the under- 
standing that this motion, when carried, indicates 
that the Delegates, as representatives of the com- 
ponent parts of the New Hampshire Medical 
Society, pledge continued support and co-operation 
to the Blue Shield. 

Dr. Johnston stated that the Cheshire County 
Society operated differently from most of the 
societies. The members went to Mr. Shea, who told 
them what he liked and what he did not like, and 
the Society had tried to introduce what it thought 
was right. 

One point that was not stressed too well was the 
Public Relations Committee. It was really a 
grievance committee, to iron out these difficulties 
and be accessible to the public. When there are 
grievances, this committee should have some au- 
thority to take care of them. Furthermore, it 
should look into the question of unnecessary hos- 
pitalization and unnecessary surgery, which un- 
doubtedly is present throughout the State, so that 
there might be some action to stop such things, 
in order to bolster Blue Shield and Blue Cross 
coverage. People, for a small fee, would have a 
guarantee that their medical care would be taken 
care of. 

Mr. Russell S. Spaulding, for Blue Cross and Blue 
Shield, stated that in February, 1948, total bene- 
fits per thousand participants were high but that 
was only one month. In general, the figure averaged 
out through the year. In January and February, 
1948, it came up rapidly. It settled back a little 
bit seasonably in September and October, and then 
it went sky-high, way out of sight. Although x-ray 
services and operating room, medication and 
laboratory room showed a steady increase, the prin- 
cipal and the notable increase was in room and 
board. The two possibilities, to account for that 
increase, were the increased rate of hospital stay 
and increased utilization. Obviously, the great per- 
centage of increase is because of the increase in 
cases. The only thing that the increase could be 
charged to was unemployment. Hospital admissions 
and unemployment claims closely corresponded. 
Prior to 1947, they continued on a seasonable up 
and down level. In 1948 jobs were harder to get, 
and people were out of work longer. When em- 
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ployment started down, hospital admissions F 


started down. But in September and Octobe on 
1948, the normal seasonable decline in unemple, for or 
ment leveled off, and hospital admissions imp, es 
diately started to climb and went way out of sigh $10. 
It appeared that unemployment and _ hospital al hosp" 
missions were tied in together and that the CUrreyy en 
increase was probably due to elective surgery. ME 4 
Spaulding continued with the statement that » wat 
increase in rates might be necessary in the ney a 
future. 
In reply to a question he stated that the increg a 
would probably have to be higher than 10 per cen, , *s 
Dr. Penhale stated that the subscribers needed oe 
surgery and were finding that they could have} . 
done at very little expense to themselves. He b. pa 


lieved that the fee schedule would have to 
changed, so that Blue Shield would not have N 
pay so much for that surgery. Perhaps that dif | 


not answer the problem of how to lower the hospitd "¢ 
costs, but it did answer the problem of Blue Shield} jut 
Dr. Sycamore observed that the Trustees of the hn 
Blue Shield Plan did not believe that the doctor not 
were responsible for all this excessive utilization} tha 
They knew that the great majority of the members} cat 
of the two medical societies were co-operating fully} yti 
with the program. A certain small minority were : 
definitely not co-operating, utilizing the serviceto} an 
their own and their patients’ advantages. Before ] 
the rates to the public are raised the medical pro} the 
fession should be very sure that they are fulfilling}, 
their part of the bargain; otherwise, they would | 
be sabotaging the whole program of the American} tic 
Medical Association and of the New Hampshire} tic 
Medical Society, admitting to the public that or 
ganized medicine cannot meet this challenge. th 


Secretary Metcalf pointed out that, in the be 
ginning, there was a ruling that if they did not 
break even, the doctors would take a pro rata break 
on it. He asked what the delegates would think of 
paying the doctors less instead of soaking the pub- 
lic more — taking $70.00 for an appendectomy 
instead of $75.00. 

Mr. Spaulding said that his personal opinion 
was that Blue Shield could probably struggle along 
until this trend reverses, as it should sometime. If 
it happened in a month, there would be no problem. 
But it might not happen for a year. If Blue Shield 
could struggle along, by withholding a small per 
centage from the doctors’ payments and not chang- 
ing the fee schedules and the rates, they could get 
by with the two commissioners, New Hampshire and 
Vermont. But that would not help the Blue Cross. 

Secretary Metcalf asked if the same thing could 
not be done with the hospitals. 

Mr. Spaulding replied that, unfortunately, the 
hospitals had to have money to run them. 

Dr. Montgomery asked if it would not obviate 
much of the difficulty and also take away the 
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charges of unco-operation if the Society adopted 
one year the County Welfare, Schedule, which 
he doctors $50.00 for a major operation and 
for a minor one. That would cut down the 
hospital admissions, giving the Blue Shield and 


Blue Cross a chance to build up. 
Dr. Feiner stated that if the fee for a major opera- 


for 
ays t 
$10.00 


ery. ME sion were cut down to $50.00 Blue Shield patients 
that a would be placed in the ranks of the indigent pa- 
the ney tent. As Mr. Spaulding had pointed out, the fault 
. was not with the doctors — it was with the hospital 
Increawl admissions. Since Blue Shield called for semi- 
er Cent private rooms, was there a breakdown on the ad- 
Needed nissions, showing whether all hospitals were charg- 
ave jt ing semi-private rates for most of the rooms; he 
© be also inquired if there was a breakdown of utiliza- 
to bE tion of laboratory and x-ray services. 
ave tof §=Mr. Spaulding replied that the hospitals were 
_ dig being paid their established and published rates. 
Ospital> Jt was possible, of course, that the hospitals were 
Shield putting the patients in the wards and charging 
of the} Blue Shield semiprivate room rates, but he did 
Octos§ not believe that any of the hospitals were doing 
‘ation. § that. He demonstrated that operating room, medi- 
mbes} cation and dressings showed a general increase in 
fully utilization, but nothing that matched this peak. 
Were The length of stay in the hospital was decreasing; 
cto} and the number of operations had increased. 
fore Dr. Johnston asked whether comparison with 
Pt} the other New England states showed that New 
ling Hampshire patients had more illnesses. 
ould Mr. Spaulding replied that there was no ques- 
ican} tion that there was a great deal more hospitaliza- 
hire} tion in New Hampshire than in the other states. 


oF President Dunbar read the following letter from 


the Portsmouth Hospital, dated May 18, 1949: 


be- 
not After considerable discussion by the staff last evening, 
i we came to the following conclusions: 

Ca 
a 1. Doctors on our staff will try to cut down on hos- 
0 pital admissions by doing minor procedures outside. 
1b- 2. To discourage patients from going to the hospital, 
ny unless they are really sick. 

3. Members of the staff have tried, wherever possible, 

to make the admitting diagnosis conform to the reg- 

on ulations of the Blue Cross. 
1g 
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The hospital had further stated that the doctors 
had cut down considerably, and that they were 
watching the outpatient work, because the Blue 
Cross did not pay for that or for x-ray charges. 

Mr. Spaulding read the following list of payments 
for hospital costs: in January, $170,000; in Febru- 
ary, $175,000; in March, $176,000; and in April, 
$177,000. 

Dr. Dye asked if that were not due to increased 
hospital costs. 

Mr. Spaulding stated that it was for nonsurgical 
illness. There were many reports of people with 
colds and the like. 

Speaker Dube inquired if Mr. Spaulding had any 
recommendations to make to the House of Dele- 
gates or any suggestions concerning the best means 
available to solve this problem. 

Mr. Spaulding answered that his personal opinion 
was that the Keene Plan should be effectively 
tried: let the Committee look the cases over, and 
let the doctors decide whether anybody is abusing 
it, and if so, let the doctors take it up with the 
doctors. The only alternative was an increased 
rate on Blue Cross; there was no question about that. 
And it would take some help from the new presi- 
dent or the Committee to convince the Insurance 
Commissioner that there should be a delay of 
another month. 

Dr. Leonard pointed out that there was a 
motion that the report of the Committee on 
Medical Economics be accepted, with the under- 
standing that this motion, when carried, would 
indicate that the delegates, as representatives 
of the component parts of the New Hampshire 
Medical Society, pledged continued support and 
co-operation with the Blue Cross and Blue Shield. 

Speaker Dube stated that the motion had been 
seconded before all the questions had come up. 
He asked all those in favor of the motion to signify 
assent by saying “‘aye.”’ There was a chorus of 
“ayes,” and the motion was carried. 


(To be continued) 


4 
Wn 
4 
e 
PLONS ak 
nemp| 
mp 0} 
1M me 
of gj 
i 
pPital af 
Jue 
3 
EN 
15 
t 
fi. 
> 
4 


666 THE NEW ENGLAND JOURNAL OF MEDICINE 


CASE RECORDS OF THE 
MASSACHUSETTS GENERAL HOSPITAL 


Weekly Clinicopathological Exercises 
FOUNDED BY RICHARD C. CABOT 
Tracy B. Matiory, M.D., Editor 
Benjamin CasTLEMAN, M.D., Associate Editor 


Epitu E. Parris, Assistant Editor 


CASE 35431 


PRESENTATION OF CASE 


First admission. A thirty-six-year-old machinist 
was admitted to the hospital for diagnosis. 

Four months before admission the patient had a 
roentgenogram of his chest taken by a mobile unit 
at his place of work. Several weeks later he was re- 
called for further x-ray studies and was subse- 


A 


Ficure l. 


quently referred to this hospital after being told 
that he had an abnormal! shadow in the right lung. 
The patient felt well and was completely free of 
complaints. There was no history of cough, dyspnea, 
chest pain or weight loss. 

A review of the systems and the past history were 
noncontributory. 


Oct. 27, 


Physical examination revealed a well devel 
and well nourished man. The chest was clear 
the remaining physical examination was nepath 
There was no cyanosis or clubbing. 

The temperature was 99.0°F., and the pulse » 
respirations were normal. The blood pressure », 
120 systolic, 75 diastolic. 

The urine was normal. The blood hemoglobiny 
13.3 gm.; the white-cell count was 10,300, i 
54 per cent neutrophils. A stool specimen pave, 
negative guaiac reaction. 

In the hospital the patient remained free of cg 
plaints. A roentgenogram of the chest disclose 
rounded area of increased density, measuring 2, 
3 cm. in size, in the lower medial portion of the righ 
lower lobe (Fig. 1). Subsequent studies, includ 
an intravenous pyelogram, barium enema and upp, 
gastrointestinal series were negative. On the six} 
day a bronchoscopy was entirely negative. 

It was believed that in view of the negatiy 
studies the patient should be followed in the Oy. 
patient Clinic. He was discharged on the seventh 
hospital day. 

Second admission (three weeks later). In the ip 
terval the patient remained completely asympto 
matic, and an additional roentgenogram of the cheg 
during one of his two clinic visits was unchanged 
Cytologic examination of the bronchoscopy wash 
ings taken the day before discharge from the hoy 
pital was subsequently reported as ‘‘doubtful? 
and the patient was therefore readmitted. 

Physical examination and laboratory studies wer 
essentially the same as at the previous admission. 

On the fourth hospital day an operation was 
performed. 


DIFFERENTIAL DIAGNOsIS 


Dr. J. Gorpon The diagnostic and 
therapeutic problem of the entirely asymptomatic 
chest lesion that is the by-product of tuberculosis 
control is a very real one. The present case is al 
example, for the decision to explore was, according 
to the protocol at least, made upon an equivocal 
basis, namely, a “doubtful”? cytologic smear. Onet 
the suspicion of cancer was raised, there was n0 
alternative course but to allay it by surgical e& 
ploration if necessary. 

When we consider the x-ray films, I think it be 
comes apparent why there was some hesitancy om 
the part of the staff in electing to explore this p* 
tient, for the lesion is quite consistent with a small 
incidental inflammatory process that was so hidden 
away in the voluminous substance of the lungs 4 
to be silent. By the same token, even a small cat 
cinoma, located as centrally as this lesion appears, 
should have sufficiently encroached the 
bronchial tree to have given rise either to cough 
and expectoration or to the x-ray picture of seg 
mental atelectasis or localized emphysema. 
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Before going farther, may we see the x-ray films? 

Dr. James J. McCort: The round area of in- 
creased density is in the posterior basal segment of 
the right lower lobe. It is smooth in outline and 
shows no calcification. There is no evidence of seg- 
mental collapse or obstructive emphysema in the 
involved segment. No lymph-node enlargement is 
apparent in the right peribronchial region. The re- 
maining lung fields are clear, and the heart and ves- 
sels are within normal limits. I do not see any evi- 
dence of involvement of the bones of the thoracic 
cage. 
Dr. ScANNELL: Am I right in saying that the x-ray 
picture is not that of a benign tumor of the lung 
with the exception of adenoma? Chondroma is 
the most common of these benign lesions; fibroma 
and hamartoma are not rare, and yet these tumors 
usually have a sharply defined border and are quite 
round, or at the most somewhat lobulated. Similarly, 
a bronchiogenic cyst should be either a well defined 
round or an oval lesion unless its outline was ob- 
scured by superimposed infection, which, in turn, 
should have been reflected in the clinical course of 
the patient. 

The differential diagnosis here lies between some 
chronic, low-grade infectious process and neoplasm. 
Of the latter, metastatic tumor is for our purpose 
excluded by the failure to find a primary source. 
Of the former, tuberculosis comes to mind first, 
and secondly some localized nonspecific chronic 
pneumonitis or residuum thereof for which we have 
not the slightest indication in the record, not even 
the smallest red herring. Coccidioidomycosis and 
histoplasmosis are mentioned in passing. As for 
tuberculosis, I do not see how we can exclude it, 
even if sputum specimens were negative — a 
finding not reported in the protocol. In the absence 
of any statement to the contrary, we can assume 
that there was no unusual exposure to tuberculosis, 
and there is certainly no evidence of active infection, 
but there need be none. This could well represent 
the parenchymal lesion of a primary infection com- 
plex and could therefore quite reasonably be treated 
expectantly. I cannot make out enlarged satellite 
hilar nodes. 

The manifestly disturbing feature of the case is 
the “doubtful” report of the cytologic washings 
taken during an otherwise negative bronchoscopy. 
I understand that “‘doubtful’’ indicates a real degree 
of suspicion on the part of the interpreter of the 
slide, and not a synonym for unsatisfactory sam- 
pling, poor preservation of cells and so forth, which 
would call for a diagnosis of ‘“‘unsatisfactory” and 
a request for another sample. The examination of 
bronchial washings has been an effective measure 
in extending the range of the bronchoscope in mak- 
ing the diagnosis of cancer, particularly if an un- 
equivocal diagnosis of carcinoma cells in the sputum 
is made. It seems reasonable to suppose that irri- 
gation of the suspected limbs of the bronchial 
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tree should yield a high percentage of positive 
diagnoses, although it is my impression that the 
results in our laboratory have differed little from 
examinations of fresh sputum carefully obtained 
and sent straightway to the laboratory. 

Except for the suspicious cytologic smear there 
is little upon which to base a diagnosis of carcinoma. 
Ordinarily a bronchial lesion of this size will give 
rise to symptoms of pressure, obstruction or irri- 
tation. A truly peripheral tumor will not, and is 
likely to be discovered in a routine chest film, or, 
if the tumor has involved a pleural surface and 
caused pain, a film of a nearby joint to discover 
the cause of the arthritis is apt to demonstrate 
mischief in the lung. Therefore, although the num- 
ber of incidental lesions picked up in chest surveys 
is great, the number of central bronchiogenic car- 
cinomas must be very small. I am aware that 
this lesion is not central enough to be within the 
range of the bronchoscope, and therefore my 
premise that it is large enough to lead to symptoms 
may be incorrect. 

What of bronchial adenoma? Here, again, the 
lesions are usually central enough to give rise to 
symptoms — notably hemoptysis or expectoration. 
An occasional adenoma may be peripheral, but, if so, 
it has no business producing even a doubtful smear 
since these are essentially lesions of the bronchial 
wall and not the mucous membrane. 

One tumor that has aroused great interest re- 
cently is alveolar adenomatosis, probably a multi- 
centric alveolar-cell carcinoma. Although these 
lesions are multicentric in development, they may 
be first seen just as this case was seen, with the first 
of their lesions established. The relation of this 
type of carcinoma in man to a similar histologic 
picture of a virus disease in sheep — jagziekte — 
leads to interesting speculation concerning the genesis 
of malignant tumors. I do not believe enough of 
these cases have been seen to make a cytologic 
diagnosis on the sputum certain, and therefore 
“doubtful” is the interpretation I would expect. 

We are left, then, with three likely diagnostic 
choices. If we did not have the disturbing cytologic 
report, my vote would be for tuberculosis. Since 
we have it, we must consider carcinoma. If the 
cancer is of the usual variety, however, it should 
give an unequivocal smear. I interpret the “‘doubt- 
ful,” therefore, to mean malignant cells that the 
cytologist had not seen in the lung before or were 
at least unfamiliar enough to shake his confidence. 
I will therefore choose alveolar-cell carcinoma as 
the preoperative diagnosis, meaning by that the 
initial lesion of pulmonary alveolar adenomatosis. 

Dr. Jacop Lerman: Does Dr. Scannell mean 
diffuse tuberculosis or a tuberculoma? 

Dr. ScANNELL: I suppose I mean localized tuber- 
culous infection rather than diffuse tuberculosis. 
I think this is a localized area of infection. 
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Dr. HELEN S. Pittman: We are getting a tremen- 
dous number of people referred to the Pulmonary 
Clinic because of the results of industrial survey 
studies. This is one of them. We are confused by 
it and do not know what to do about it. This man 
came in soon after a patient with a fairly similar 
finding had been operated on and been found to 
have bronchiogenic carcinoma. So, we took his 
lesion seriously from the start and decided that he 
had to be explored. He was sent to the hospital to 
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be worked up as stated in the record and was dis- 
charged at the end of a few days because everything 
appeared to be normal. He turned up in the Pul- 
monary Clinic a couple of weeks later. At that time 
we had this doubtful report from the bronchoscopic 
washing on the smear of the sputum. Dr. Lamar 
Soutter and I discussed it and decided that we should 
consider this a bronchiogenic carcinoma until it 
was proved otherwise. The patient accordingly was 
sent back to the hospital from the Pulmonary Clinic 
with that diagnosis. 

Dr. Carroit Miter: From the surgical point 
of view I would emphasize the implications and 
statements already made — that this patient should 
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be explored. Very recently, we explored a man With 
again, a very similar lesion and no symptoms, anf 
found that he had extensive mediastinal metastagg 
so that resection was not considered advisable. In 
this case our preoperative diagnosis was a combing, 
tion of two questions, the same ones that Dy 
Scannell has brought up: tuberculoma and care 
noma. It seemed that this case would probably 
be suitable for a lobectomy, even though it proved 
to be carcinoma, granting no mediastinal involve 
ment or hilar-lymph-node involvement was found. 
Consequently, we went ahead to determine just wha 
this tumor was anatomically and found, as shown by 
x-ray studies, that it was in the basal portion of the 
right lower lobe, and as a biopsy procedure we 
elected to do a segmental resection of that por. 
tion of the lung. When the pathologist who was 
in the operating room reported his finding, I cop. 
tented myself with that and did no further operation, 


CurnicAL DIaGnosis 


Tuberculoma? 
Carcinoma? 


Dr. ScANNELL’s D1acGnosis 


Pulmonary alveolar adenomatosis, localized. 


ANATOMICAL DIAGNosIs 


Bronchial adenoma. 


PATHOLOGICAL DiscussION 


Dr. Tracy B. Matiory: The tumor was very 
well circumscribed (Fig. 2) and proved to be en- 
tirely endobronchial. It arose in a small branch of 
the primary bronchus to the lobe, about 2.5 cm. 
distal to the point of resection — in other words, 
much farther out in the lung tissue than we com- 
monly see bronchial adenomas, and yet histologically 
that is what it turned out to be. 

There are two fairly well characterized types of 
bronchial adenoma. In one, the tumor resembles 
very much the appearance of basal-cell tumor of 
the skin. In the other type the tumor is very sug- 
gestive of the carcinoid tumor seen in the appendix 
and small bowel. This tumor was of carcinoid type. 
In the vast majority of the tumor, the cells were 
very small and uniform, and in the section stained 
with hematoxylin and eosin, I think it would be im- 
possible to distinguish it from carcinoid of the 
bowel. In one very small area there was a large, 
atypical mononucleated cell, which is an unusual 
finding in adenoma. However, I do not believe it 
would alter my diagnosis. It might possibly explain 
the fact that a few atypical cells reached the sputum. 

Dr. Scanneti: Did the cytologist explain the 
basis of the doubtful report? 

Dr. Mattory: No. I cannot find any further 
information on that. 
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Dr. SCANNELL: I wish to emphasize that because 
t js a constantly recurring problem. We must ac- 
cept “doubtful” as a real finding. Dr. Maier* re- 
orted a series of four or five bronchial adenomas 
beyond: the range of the bronchoscope. I believe 
they are quite uncommon. 

Dr. Prrtman: It was on the basis of the doubtful 
tumor cells that we sent the patient back into the 
hospital, even though he had been discharged fairly 
recently after adequate study. 


*Maier, H. C., and Fischer, W. W. Adenomas arising from small bronchi 
not visible bronchoscopically. J. Thoracic Surg, 16:392-398, 1947. 


CASE 35432 


PRESENTATION OF CASE 


A forty-seven-year-old housewife, a para III, 
gravida V, was admitted to the hospital because 
of dyspnea, ascites and peripheral edema. 

The patient had been well until one year before 
entry, when she noted the onset of shortness of 
breath on climbing stairs. During the following 
three months, dyspnea on exertion became pro- 
gressively more severe, and the patient then noted 
that her legs and ankles became swollen after pro- 
longed standing. These symptoms became increas- 
ingly more marked until eight months prior to 
admission, when she could no longer climb one 
flight of stairs or do minor household tasks without 
becoming very tired. She noticed on waking that 
the lower portion of her face was swollen and that 
the swelling of ankles and legs no longer cleared 
overnight. Slight cyanosis appeared at about this 
time and persisted. A roentgenogram of the chest 
taken by her physician had shown an enlarged heart. 
Six months before admission abdominal swelling 
occurred, and since that time the patient had been 
almost completely bed ridden. The patient was 
seen in the Out Patient Department of this hospital, 
following which numerous studies were performed. 
Initially the patient responded to treatment with 
digitalis, diuretics and other cardiac therapy; how- 


ever, six weeks before admission symptoms returned, 


and she seemed to have become refractory to treat- 
ment. She did not have orthopnea or hemoptyses. 

The past history was significant in that prior 
to one year before admission the patient had never 
had any symptoms referable to the chest. The 
patient’s mother had no known illnesses during 
the pregnancy, and the patient was born following 
a normal, full-term delivery without cyanosis or 
other neonatal difficulty. Growth and development 
progressed normally, and as a child she was well 
and active without dyspnea or other limitations. 
The patient had rather frequent attacks of ton- 
sillitis until fourteen years of age, when a tonsil- 
lectomy and adenoidectomy were performed. She 
recalled severe epistaxes during childhood and one 
episode of abdominal pain and fever at eight or 
ten years of age, but no other symptoms suggestive 
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of rheumatic fever. At the age of fourteen a “heart 
condition” was diagnosed, following which she was 
told not to exert herself too much. She was asymp- 
tomatic, however, and took part in all the usual ac- 
tivities of a girl of her age. Subsequently she had 
married and during the last seventeen years before 
admission she had five pregnancies, two of which 
ended prematurely; the cause was unknown. 
Through all these pregnancies she had remained 
symptom-free. The patient recalled that during 
several of the pregnancies a “heart condition” was 
again mentioned. One of the physicians stated that 
there was no murmur but that the heart rate was 
rapid. There was no history of asthma or other 
chronic pulmonary disease, pleurisy, hemoptysis or 
dyspnea, although she had had rather frequent 
winter colds associated with a dry cough. The pa- 
tient denied ever having had scarlet fever, diphtheria 
or influenza. 

Physical examination revealed a moderately 
well developed, thin woman who appeared chron- 
ically ill and who was slightly cyanotic but in no 
acute discomfort. There was no clubbing of the 
fingers. The veins of the forehead, arms and upper 
chest were distended, as well as the superficial and 
deep neck veins, where a deep jugular systolic 
pulse was present. The chest was clear. The heart 
was enlarged to the left anterior axillary line, with 
a diffuse apical pulse. There was a Grade IV, 
harsh systolic murmur best heard at the lower left 
sternal border and apex, in addition to a thrill. 
The murmur was not transmitted to the neck or 
back and was poorly transmitted to the left axilla, 
and was not well heard at the base of the heart. 
The pulmonic second sound was four times greater 
than the aortic second sound. There were no dias- 
tolic murmurs. The pulse was regular. There 
was marked ascites, and liver dullness extended 
3 or 4 cm. below the costal margin although the 
liver edge was not palpable. There was a + + edema 
of the legs. 

The blood pressure reading on the right arm was 
115 systolic, 100 diastolic, and on the left, 110 
systolic, 95 diastolic. The temperature and pulse 
were normal; the respiratory rate was 20. 

The urine had a specific gravity of 1.016 and gave 
a ++ test for albumin. The sediment was normal. 
The blood hemoglobin was 16.0 gin., and the white- 
cell count 9400, with 68 per cent neutrophils. 
The total protein was 5.15 gm. per 100 cc., with 
an albumin of 3.66 gm. and a globulin of 1.49 gm- 
The albumin-globulin ratio was 2.5. The blood 
sodium was 136.4 milliequiv., the chloride 100 mil- 
liequiv., and the carbon dioxide 25.4 milliequiv. 
per liter. The nonprotein nitrogen was 36 mg. per 
100 cc. and the vital capacity 2.1 liters (63 per 
cent). 

A roentgenogram of the chest showed the lung 
fields to be clear. The diaphragm, particularly on 
the left, was rather low in position and somewhat 
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limited in excursion fluoroscopically. The heart 
shadow was increased in size, the cardiothoracic 
ratio measuring 16.5 to 28 cm., and the enlargement 
appeared to be in the region of the ventricles. The 
main-pulmonary-artery shadow and the hilar ves- 
sels were somewhat more prominent than usual, 
but the peripheral vessels in the lungs were not so 
prominent as usual. There was no substernal mass. 
An electrocardiogram showed a probably normal 
rhythm at a rate of 80. No definite P waves were 
made out. There was moderate right-axis deviation; 
the T waves were low and upright in Lead 1 and 
3, upright in Lead 2, essentially flat in Lead VL 
and upright in VF. The R waves were high in Lead 
V. and V, and the T waves were diphasic in 
Lead V, and upright in Lead V, and V,._ This read- 
ing showed no significant change over a record taken 
about two months earlier, except that the P waves 
were now not clearly present. Five days later an- 
other electrocardiogram showed a regular’ rhythm 
at a rate of 95 with absent P waves. The special 
auricular leads also failed to reveal definite P waves. 
The T waves were low in Lead 1 and diphasic in 
Lead 2 and 3. The chest leads showed upward de- 
flection in V. and downward deflection in V, and 
Vs. 

On the sixth hospital day an abdominal para- 
centesis was performed, with the removal of 3900 
ce. of slightly cloudy, straw-colored fluid. The 
specific gravity was 1.010, and the protein 2.20 mg. 
per 100 cc., with 314 red cells and 89 white cells per 
cubic millimeter. A culture was subsequently 
reported as showing no growth. 

Repeated vital-capacity studies ranged from 60 
per cent to 66 per cent. The sedimentation rate 
was 1 mm. in sixty minutes and a prothrombin 
time 19 seconds (normal, 15 seconds), or 63 per 
cent. There was little change in the patient’s course 
except for a short period of weakness at which time 
the serum sodium was found to be 121.7 milliequiv. 
and the chloride 96 milliequiv. per liter. This de- 
ficiency was corrected by the addition of 1.0 gm. of 
salt to her diet, following which the patient felt some- 
what better. Another electrocardiogram taken on 
the twenty-sixth hospital day showed no significant 
changes from the previous readings except for the 
presence of definite P waves. Several days before 
discharge the patient complained of tenderness in 
the legs. Examination, however, was negative for 
thrombophlebitis. An examination of the chest 
one day before discharge showed little change in 
findings. The heart was much as before, with the 
apical impulse at the left anterior axillary line. 
There was a slight thrill palpable at the apex and 
also over the second and third left intercostal spaces. 
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A Grade III systolic murmur was loudest beter 
the apex and lower left sternal border. The py 
monic second sound was much accentuated, ay 
there was a loud third heart sound along the | 
sternal border and at the apex, now followed } 
a questionable slight diastolic rumble. ' 

Since the patient’s morale was low and she wanty 
to go home and since it was believed that little mo, 
could be done for her in the hospital, she was diy 
charged on a cardiac regime on the thirty-four, 
hospital day. 

Three days after discharge she suddenly died y 
home. 


DIFFERENTIAL DIAGNOsIS 


Dr. Epwarp F. Bianp: This patient had 
remarkably well until the last year of her life, anf 
the history gives us various but vague informatin 
concerning the background for her final declix 
and death. There are two features that are definite~ 
namely, extreme pulmonary hypertension and sub 
sequent heart failure. As is often true under they 
circumstances, she went inexorably downhill and 
died of pure right-sided failure, with clear lung, 
She had never had pulmonary edema or hemoptysis, 

There are several likely possibilities to explain 
this clinical picture, but at this point we need help 
from the X-Ray Department. I have not seen the 
films, and they may influence considerably the 
direction of the discussion. What we would like 
to know, Dr. McCort, is the size and shape of the 
heart, the degree and type of pulsation of the hilar 
vessels, the character of the lung tissue beyond a 
to vascularity, and whether or not there is evidence 
of. pulmonary infarction—either old or recent, 

Dr. James J. McCort: Examination of the chest 
shows marked enlargement of the heart to the left 
side of the chest. There is fullness anteriorly sug- 
gesting that the enlargement is mainly in the region 
of the right ventricle. There is also widening of the 
pulmonary artery, seen in the right anterior oblique 
film and enlargement of the right branch of the 
pulmonary artery. We do not see the left branch 
well. A paucity of the vascular markings in the 
peripheral lung fields is noted. There is no evidence 
of scars from previous infarction. Slight blunting 
of the right costophrenic sinus is present. We have 
no information of the character of the pulsation of 

the right pulmonary artery. 
Dr. Briann: Do you see any linear scars in the 
lung parenchyma? Can you say that the auricles 


are enlarged? 

Dr. McCorr: I do not believe they are enlarged. 
There is no posterior or lateral displacement of 
the barium-filled esophagus. 
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Dr. BLAND: Is the aorta normal; is it too small 


or too big? 
Dr. McCort: It is within normal limits, I 


should 

Dr. Branp: The heart is not quite as large as 
[ expected to find it. The pulmonary arteries are 
moderately enlarged, not huge. The aorta does 
not appear unusually small. Huge pulmonary 
trunks and a small aorta would suggest inter- 
quricular defect, but that seems unlikely in this 
patient. We can be reasonably sure, however, that 
she had a serious obstruction to the pulmonary 
circulation. Can we be certain that she did not 
have rheumatic heart disease and mitral stenosis 
as a background for this pulmonary hypertension? 
[do not think so, for several reasons. The history 
is neither helpful nor the reverse because many 
people have no rheumatic history and yet develop 
mitral stenosis of high degree. 

The physical signs do not suggest mitral-valve 
disease, and furthermore the heart rhythm remained 
normal throughout the twelve months of failure. 
Most patients under these circumstances would 
develop auricular fibrillation if mitral stenosis were 
present. And, finally, with back pressure from 
mitral stenosis, the lungs suffer. In this patient 
there is no history or x-ray evidence of lung con- 
gestion. Therefore, I do not believe rheumatic 
heart disease played any part in this picture. 

Next we have to consider some congenital lesion 
that might lead to this situation in the pulmonary 
circuit. If we take the physical signs as described — 
the loud systolic murmur and the thrill near the 
lower sternum — the commonest cause on a con- 
genital basis would be interventricular septal defect. 
In this condition, however, signs are usually char- 
acteristic and are present throughout a person’s 
life, at least from early childhood. If present, 
such a lesion is not likely to escape comment during 
three pregnancies. So I am willing to throw out 
interventricular septal defect. 

What else could cause this murmur and thrill? 
Congenital stenosis of the pulmonary valve might 
be responsible, but this patient lived too long with- 
out symptoms, and the degree of right-axis deviation 
in the electrocardiogram was hardly extreme enough 
to warrant serious discussion of this possibility. 
How about interauricular septal defect compli- 
cating the situation? It would be most unusual 
to have a murmur and a thrill of this degree from 
auricular septal defect, and murmurs that exist 
are related to the tremendous amount of blood 


ed, 
of 


flowing through the pulmonary circuit with a 
relative pulmonary stenosis. So I shall have to 
put aside for the moment the systolic murmur and 
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thrill because I cannot logically account for them 
other than on the basis of pulmonary-artery dila- 
tation. 

We have still left unexplained the obstruction 
in the pulmonary circuit. There are two likely 
possibilities. First, embolization of the lung can 
do this, and the cardiac difficulty need not come 
at the time of embolization. Such cases have been 
recorded, and we have had one here in a patient 
who following pregnancy had widespread emboli- 
zation of the lung, presumably from amniotic ma- 
terial. She succumbed four years later from right- 
sided heart failure under circumstances somewhat 
similar to those in the case under discussion. An- 
other possibility is embolization of the lung from 
clinically undetectable thrombophlebitis. There 
is nothing in the history to point in this direction, 
although terminally there was slight tenderness 
in the legs. We would like in this connection a clue 
from the history, such as spells of breathlessness 
in the past, or perhaps pleurisy or hemoptysis — 
although none of these are essential. Hence, I do 
not find suggestive evidence for embolization of 
the lungs as a cause of the ultimate right-sided 
failure in this case. Secondly, and finally by ex- 
clusion, we are left with primary endarteritis of 
the pulmonary arterioles. | know of no way short 
of lung biopsy to establish this diagnosis clinically, 
although cardiac catheterization is helpful in puz- 
zling cases. The derangement here, as with wide- 
spread embolization of the lung, is pulmonary 
ischemia. These patients usually are dyspneic before 
they become cyanotic. In fact, the degree of cy- 
anosis may vary from a barely detectable degree 
of duskiness to the extremely black appearance 
of the cardiac patients first described by Ayerza. 
But once right-sided heart failure appears, their 
course is progressively and unremittingly downhill. 

Therefore, in summary, it is clear that this patient 
had a serious obstruction to the pulmonary arterial 
supply to the lungs sufficient to produce right-sided 
heart failure. I do not believe mitral stenosis or 
the Lutembacher combination had any part in this 
picture, nor is there convincing evidence for a con- 
genital defect. I am left with either widespread 
embolism of the lungs or a primary pulmonary 
arteritis as the most likely cause —I prefer the 
latter. 

Dr. McCort: The X-Ray Department suggested 
the possibility of massive thrombosis of the pul- 
monary artery to account for the dilated main pul- 
monary artery and relative avascularity peripheral 
to the major branches of the pulmonary artery. 
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Dr. Biannp: The X-Ray Department has become 
very expert in spotting an obstructing thrombus 
in a main pulmonary trunk. They have repeatedly— 
well, perhaps twice — pointed them out to us, and 
they have been correct. In this x-ray film two main 
vessels can be seen; one stops abruptly with avas- 
cular lung beyond, and the other does not. This 
is suggestive of thrombosis locally. Perhaps there 
is one here. But it would be difficult to assume 
that such an event occurred a year before the 
patient died and was the explanation for the total 
illness. It may have been a later complication. 
It is an interesting speculation, but I do not think 
a large local thrombus existed here. 

Dr. Howarp B. Spracue: I think I recognize 
this patient as being one over whom we agonized 
considerably from the standpoint of diagnosis for 
several months and arrived at about the same con- 
clusion that Dr. Bland has, by a method of exclusion. 
When she was presented at cardiac grand rounds, 
the question of the left main pulmonary artery 
came up, and it was reported as being not visible. 
Later, after fluoroscopy, a pulmonary artery was 
seen on the left side. 

Dr. Bianp: It is hard to see, is it not? 

Dr. McCort: Yes it is. 

Dr. Brann: Because it is obscured by the heart? 
What did you think she had, Dr. Sprague? 

Dr. SpracuE: We came to the conclusion that 
cor pulmonale was the most likely diagnosis. I 
would like to say once more that the rule now seems 
to be: when in doubt, say cor pulmonale. That 
opinion could well be spread through the country, 
I think, because it is not too well recognized. In 
the last case that I saw, in North Carolina, the 
patient had a tremendous main pulmonary artery 
and clear lungs—no one made the diagnosis. 

Dr. Donatp S. Kinc: What do you mean by 
cor pulmonale? 

Dr. Spracue: I mean primary endarteritis. 

Dr. Brann: It is also worth emphasizing that 
patients with cor pulmonale rarely fibrillate, in 
contrast to those with rheumatic heart disease. 


CurnicaL D1acnosis 


Cor pulmonale. 
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Dr. D1AGNoseEs 


Primary pulmonary endarteritis. 
Embolization of lungs? 
Cor pulmonale, with right-sided heart faily) 


ANATOMICAL DIAGNOSES 


Pulmonary emboli, multiple, recent and old, wi 
recanalization. 

Cor pulmonale. 

Hydrothorax. 

Ascites. 

Peripheral edema. 

Chronic passive congestion of liver. 


PATHOLOGICAL DiscussION 


Dr. Tracy B. Matiory: This patient was foun 
at autopsy to have an enlarged heart, the enlarge 
ment being almost entirely confined to the figh 
ventricle. The right ventricular wall measur 
7 mm. in thickness, with a dilated pulmonary cony 
This photograph is from the heart and shows 
right ventricle with tremendous thickening of 
columnae carneae and considerable thickening 
the ventricular wall itself (Fig. 1). The left ventri 
was of normal size. The main branches of the pub 
monary artery contained some adherent thromi 
or emboli, which showed traces of organizatin 
that looked as if they had been present for a wetk 
possibly longer, but certainly not long enough t 
explain the enlargement of the right side of th 
heart. When the pulmonary artery was openti 
further, it was found that, although the main pit 
monary artery and its primary branches were fit 
from atheroma, the secondary and tertiary brancht 
had numerous atheromatous plaques. At the net 
smaller division a point was suddenly reached wher 
the scissors could no longer open the vessels, ati 
it was evident that perhaps the fourth-divisiot 
vessels were uniformly, almost completely, occlude 
by fibrous bands that were clearly the result of ol 
organized, recanalized emboli. The case is almot 
identical with one that Dr. Castleman and Ds 
Bland reported* a short time ago. The microscopic 
pictures from their case could be superimpost 
upon pictures from this case. Microscopical 


small pulmonary-artery branches showed athere 


*Castleman, B., and Bland, E. F. Organized emboli of vertiag 4 


monary arteries: unusual case of cor pulmonale. Arch. Path, 42:5819 
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matous plaques, and farther out in the vessels one 
came upon a point where there were thrombotic 
plugs and the lumen of the arteries had been divided 


‘ato five or six small lumens (Fig. 2). 

Dr. Gorpon Myers: Does Dr. Bland think 
that the systolic murmur and thrill could have 
been caused by tricuspid regurgitation? 

Dr. Bano: Thrills usually mean stenosis rather 
than regurgitation, either real or relative. I favor 


Ficure l. 


dilatation of the pulmonary artery immediately 
beyond the orifice as the most likely explanation. 

Dr. Myers: The thrill was low, between the 
apex and the left sternal border. 

Dr. Matiory: The tricuspid valve measured 
14 cm. in circumference. The pulmonary valve 
was normal in circumference, 8 cm. 

Brann: still favor the pulmonary orifice 
as the origin of the murmur and thrill. In the case 
Dr. Mallory referred to, all the emboli appeared 
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to have been of the same size and uniformly scat- 
tered throughout both lungs, so that embolization 
must have been a major episode but we could not 
clearly identify it from the history. We were sus- 


picious of amniotic material at the time of her last 
pregnancy. 

Dr. Benjamin CasTLEMAN: Amniotic emboli 
are much smaller and get out even farther in the 
pulmonary circuit. 

Dr. Bianp: What is your explanation in today’s 
case, Dr. Castleman? 

Dr. CastLeMaNn: Multiple emboli, probably from 
the pelvic or deep leg veins. 

Dr. Mattory: The pelvic veins were examined 
carefully, and no evidence of thrombus was found. 
The deep leg veins were not examined. The pul- 
monary vessels at the point of occlusion measured 
around 3 mm. in diameter. 

Dr. James A. Currens: The presence of pulsa- 
tion in the jugular vessels might be in favor of tri- 
cuspid insufficiency. 

Dr. Bianp: Yes. 


week 
h to 
f the 
pul 
> fre 
riche: ie 
ner 
rhert 
and 
18100 
nost 
iCal 
sed 


674 


The New England 
Journal of Medicine 


Formerly 
The Boston Medical and Surgical Journal 
Established 1828 


Official Organ of 
Tue MassacuuseEtts MeEpIcAL SociETY 
and 
Tue New Hampsuire MepICcAL Society 


Ownep By THE MassacHuseTts MepicaAL Society AND 
PuBLIsHED WEEKLY UNDER THE JURISDICTION OF THE 
ComMITTEE ON PUBLICATIONS 


Richard M. Smith, M.D., Chairman 
James P. O’Hare, M.D. Conrad Wesselhoeft, M.D. 
Oliver Cope, M.D. John Fallon, M.D. 
Joseph Garland, M.D., Eprror 
AssociaTE Epitors 
Thomas H. Lanman, M.D. Donald Munro, M.D. 
Henry Jackson, Jr., M.D. 


Clara D. Davies, Executive Epitor 
Robert O’Leary, Assistant Epitor 


Boarp 
Maxwell Finland, M.D. 
Carroll B. Larson, M.D. 
C. Stuart Welch, M.D. 
Vernon P. Williams, M.D. 
Benjamin Castleman, 


C. Guy Lane, M.D. 
Henry R. Viets, M.D. 
Robert M. Green, M.D. 
Dwight O’Hara, M.D. 
Fletcher H. Colby, M.D. 
Robert L. Goodale, M.D. Hugh R. Leavell, M.D. 
Chester M. Jones, M.D. J. Englebert Dunphy, M.D. 
Harvey R. Morrison, M.D. Charles H. Burnett, M.D. 


Susscription Terms: $7.00 per year in advance, postage paid, for the 
United States (medical students, $4.00 per year); Canada, $8.00 per year 
(Boston funds); $9.50 per year for all foreign countries belonging to the 
Postal Union. 


Matenriar should be received not later than noon on Thursday, three 
weeks before date of publication. 


Tue Journat does not hold itself responsible for statements made by any 
contributor. 


Communications should be addressed to the New England Journal of 
Medicine, 8 Fenway, Boston 15, Massachusetts. Telephone KE 6-2094. 


BOOMERANG 


THE executive branch of the federal Government 
has given the appearance of getting down to busi- 
ness in a rather shocking manner in its intention to 
dictate the conditions under which medicine shall 
be practiced in this democracy. As long ago as 
February a United Press dispatch from Washington 
announced plans of the Government “to crack down 
on alleged antitrust practices of ‘several’ state 
medical associations,”’ with the prediction that the 
action might come soon after President Truman 
sent to Congress his compulsory national health 
insurance program. 

It would be unworthy of the dignity of American 
medicine to make capital of the publicized fact that 
also in February, during the session of the Board of 
Trustees of the American Medical Association, the 
Board room was broken into at night and the 
records of the Board and the brief cases of the trus- 
tees were thoroughly searched. 
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In August the secretary of the American Medicg 
Association received the following letter, emanatiy 
from the Department of Justice: 

Dear Sir: 

In connection with an investigation by this Departmey 
of alleged violations of the federal antitrust laws in th 
medical field, it is requested that you make available fy 
examination by the bearer, an agent of the Federal Bureg 
of Investigation, such of your files as he may request, 

Your co-operation in this investigation will be very my 


appreciated. 
Sincerely yours, 


HERBERT A, 
Assistant Attorney Gener 


September was an active month for the Depan, 
ment of Justice, for during that period of thirty 
days investigations of the following organizatioy 
were launched: American Medical Association, Ney 
York State Medical Society, Utah State Medics) 
Association, Washington State Medical Society, 
Arkansas State Medical Society, Oklahoma Stat 
Medical Association, Michigan Medical Service ( 
Blue Shield prepaid medical-care plan), Arkansy 
Blue Cross—Blue Shield Medical Care Plan, Lo 
Angeles County Medical Society, Beckham County 
Medical Society (Oklahoma), Wayne County 
Medical Society (Michigan), Nassau County Med: 
cal Society (New York), Queens County Medical 
Society (New York), New York County Medical 
Society, Harris County Medical Society (Texas), 
and King County Medical Society (Washington). 

This is the September list only; during recent 
months a number of other medical societies also 
have been asked to open their records to inves 
tigation by Antitrust Division agents. 

It is, on the whole, better to believe that the cur 


rent activities of the Department of Justice are 
purely fortuitous; that they have no connection 


with the Government’s proposed excursion into 
socialized medicine or the activities of the medical 
profession in opposing such compulsion. Under the 
circumstances it is exceedingly unfortunate that 
the Department of Justice should have chosen this 
particular time for its investigations. In so doing 
it lays the Government open to the suspicion of 
using methods that follow a pattern familiar i 
certain other countries but are still repugnant in its 
own. 

Astute public officials are hardly likely to employ 


tactics that may recoil upon themselves. 
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POSTGRADUATE ASSEMBLY 
Taz Central Committee in charge of the New 


England Postgraduate Assembly announces that 
the eighth annual meeting will be held on Novem- 
ber 9, 10 and 11 at the Copley Plaza Hotel, Boston. 
As usual an interesting and instructive program 
has been arranged, and as usual an impressive at- 
tendance of physicians from the six New England 
states is expected. Four papers will be presented 
on each of the three mornings, and six on each after- 
noon of the first two days. A jamboree — defined 
by Webster as (1) a noisy carousal or merrymaking 
and (2) an international or intersectional gather- 
ing of boy scouts — will be held on the evening of 
November 9. As doctors and their wives are urged 
to participate, the first definition is assumed to be 
the correct one. Since lusty joy should not be en- 
tirely unrestrained, however, in the land of the 
Puritans, the carousing will be preceded by a short 
lecture to put the merrymakers in a properly sub- 
dued frame of mind. 

A feature of the Assembly will be the introduction 
of television programs in addition to the announced 
speakers on the mornings of November 10 and 11. 
These programs, arranged through the generosity 
of E. R. Squibb and Company, will emanate from 
the New England Medical Center, drawn by lot 
from among the various Boston hospitals. Part of 
the first morning’s program will be presented by the 
staff of the Massachusetts Infantile Paralysis Clinic 
of the Children’s Hospital. 

Fifty-six commercial exhibits will occupy the 
usual booths. 

The medical organizations of America have today 
much of their interest directed toward politics and 
public relations. Except for these two urgent de- 
mands the accent has always been and always 
should be on mutual improvement and the post- 
graduate education of physicians. It is one of the 
important and perpetual reasons for the existence of 
medical societies. 

The New England Postgraduate Assembly is a 
thoroughly praiseworthy co-operative undertaking 
of a sectional group of societies. To say that it 
supplements such activities as the postgraduate 
lecture course offered each spring by the Massachu- 
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setts Medical Society to all physicians in the Com- 
monwealth, and the program of postdoctorate medi- 
cal education for practicing Connecticut physicians 
currently in operation under the sponsorship of the 
Yale University School of Medicine and the Connec- 
ticut State Medical Society is not enough. 

The Postgraduate Assembly in its own right, with 
its outstanding list of speakers and the other features 
that it offers, takes high rank among such gatherings. 


DR. ALAN R. MORITZ 


RECENTLY, a signal tribute was paid to a dis- 
tinguished leader in legal medicine. On the occasion 
of his departure from Massachusetts, Dr. Alan R. 
Moritz, formerly head of the Department of Legal 
Medicine at Harvard Medical School and path- 
ologist to the Commonwealth, was honored by a 
bronze plaque, which was presented with a sum of 
money to Harvard Medical School in commemora- 
tion “of Dr. Moritz’s ten years of service. In addi- 
tion he received from his associates in the Massachu- 
setts Medico-Legal Society a scroll in recognition 
of his achievements in his field. 

The Journal joins his confreres in wishing Dr. 
Moritz the best of fortune in his new duties as pro- 
fessor of pathology and director of the Institute of 
Pathology at Western Reserve University. Regret 
that the Commonwealth is losing an outstanding 
figure in legal medicine is tempered only by the 
conviction that further accomplishments are in 


store. 


NATIONAL GASTROENTEROLOGICAL 
ASSOCIATION 


Tue Journal congratulates the National Gastro- 
enterological Association and its president, Dr. 
William Reid Morrison, on the fourteenth annual 
convention of the Association that has just come to 
a close in Boston. 

Many prominent speakers were on the three-day 
program; they included, in addition to leading 
American physicians and surgeons, the Rt. Hon. 
the Lord Alfred Webb—Johnson, president of the 
Royal College of Surgeons of London, the subject 
of whose paper was “Experientia Docet.”’ Lord 
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Webb-—Johnson spoke again at the annual banquet, 
and is addressing the Postgraduate Course in Gastro- 
intestinal Surgery that follows immediately on the 
meeting of the Association, on the subject “Some 
Surgical Adventures.” 

The Most Reverend Richard J. Cushing, D.D., 
archbishop of Boston, and James H. Rand, Jr., 
president and chairman of the board of Remington 
Rand, Inc., were the other dinner speakers. For the 
first time in Boston a program of abdominal surgery 
was presented over television. 


Mr. Lacouppey states that, as yet, therapeutics 
do not teach how to arrest the progress of pul- 
monary tubercularization; he thinks that he has 
supplied the desideratum. He has administered, 
in a multitude of cases, the pharmaceutical prepa- 
ration pommade mercurielle (mercurial oint- 
ment), in pills, a dose from five to forty centi- 
grammes daily, half in the morning, half in the 
evening. Under this treatment the morbid phe- 
nomena soon lessened, and then ceased altogether. 


Boston M. & S. J., October 24, 1849 


MASSACHUSETTS MEDICAL SOCIETY 


DEATHS 


Burpeck — Edward K. Burbeck, M.D., of Marblehead, 
died mgt oo 1. He was in his seventieth year. 

Dr. Burbeck received his degree from Johns Hopkins 
University School of Medicine in 1907. He was affiliated 
with the Mary A. Alley Emergency Hospital and was a fellow 
of the American Medical Association. 

His widow survives. 


Greene — Ransom A. Greene, M.D., of Wayland, died 
on October 4. He was in his sixty-ninth year. 

Dr. Greene received his degree from Baltimore Medical 
College in 1902. He was superintendent of the Walter E. 
Fernald State School in Waverley and was formerly superin- 
tendent of the Taunton State Hospital. He was a member 
of the American Psychiatric Association and New England 
Society of Psychiatry and a fellow of the American Medical 
Association. 

His widow, a son and two grandchildren survive. 


MISCELLANY 


FORMATION OF MASSACHUSETTS HEART 
ASSOCIATION AND NEW ENGLAND 
CARDIOVASCULAR SOCIETY 


At a meeting of the members of the New England Heart 
Association held on September 19, 1949, the name of the 
New England Heart Association was changed to the Mas- 
sachusetts Heart Association. The present officers and 
Executive Committee officers will continue until the annual 
meeting in the spring. In addition, steps were taken to form 
the New England Cardiovascular Society. 


Oct. 27, 19 


The purpose of this change in name to the Massachugey 
Heart Association is to promote greater efficiency of nell 
tion in the work of the organization as an affiliate of th 
American Heart Association, in the development and ial 
plementation of a program and in fund-raising activities 
Similar state heart associations have been formed in Maine 
New Hampshire, Connecticut and Rhode Island, and i? 
expected that Vermont will soon have its organization 
Membership in the New England Heart Association wil 
automatically be transferred to the Massachusetts Hear 
Association unless a member desires to be transferred to 
another state heart association. 

To avoid too much centralization and yet to prevent diver 
sion into too small and ineffective units, it is planned to Or 
ganize the State into regional areas, to be known as chapters 
Already Worcester County has been so organized, and th 
other divisions will be Western Massachusetts, North Shore 
and Merrimac Valley, Southeastern Massachusetts apj 
Greater Boston. Within these areas heart committees yj 
be formed to serve smaller areas. 

Each area chapter and committee will! be organized with 
lay and professional representation. The Board of Directoy 
of the Massachusetts Heart Association will provide repre. 
sentation both lay and medical from each of the five arg 
chapters. 

The New England Heart Association has been in oper: 
tion for some twenty-eight years, and its principal function 
has been to provide a meeting place for physicians through. 
out New England who wish to report and discuss new work 
in cardiovascular research. The Executive Committee of the 
New England Heart Association believes that this function 
is valuable and should be continued and has recommended 
that the New England Cardiovascular Society be formed to 
provide this meeting place for physicians throughout New 
England interested in cardiovascular disease. The member 
ship will consist of physicians and other persons professionally 
concerned with cardiovascular research or program develop- 
ment. All present physician members of the New England 
Heart Association are eligible for election to the New England 
Cardiovascular Society. There will be no dues in this Asso- 
ciation. Members of other New England state heart associa- 
tions affiliated with the American Heart Association may be 
elected to membership. 

The New England Cardiovascular Society will conduct 
the hospita] meetings, print the Proceedings and, in general, 
represent purely professional interests in this field. The ex- 
penses of the Cardiovascular Society will be borne by the 
Massachusetts Heart Association as part of its function to 
advance the standards of professional practice and knowledge 
in the cardiovascular diseases. 

The following important committee appointments have 
been made by the Massachusetts Heart Association: 


Research Allocations Committee: 
C. Sidney Burwell, M.D., Chairman 
Robert E. Gross, M.D. 
Samuel H. Proger, M.D. 
Robert W. Wilkins, M.D. 
Burton E. Hamilton, M.D. 


Boston Chest X-Ray Program for the Study of the Screening 
of Cardiac Patients: 
Benedict F. Massell, M.D., Chairman 
C. Sidney Burwell, M.D. 
David D. Rutstein, M.D. 


Rheumatic Fever Service Committee: George P. Sturgis, 
M.D., Chairman 


Committee for Home Care of the Ambulatory Cardiac: 
Paul M. Zoll, M.D., Chairman 
Andrew W. Contratto, M.D. 
A. F. Foster, M.D. 
Sylvester McGinn, M.D. 
Elizabeth Howland, R.N. 
Committee on Professional Education: Eugene C. Eppit- 
ger, M.D., Acting Chairman 
Committee for Free Penicillin: 
Edward F. Bland, M.D., Chairman 
Maxwell Finland, M.D. 
Samuel A. Levine, M.D. 
Edwin O. Wheeler, M.D. 
Committee on Rehabilitation: 
Howard B. Sprague, M.D., Chairman 
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BOOKS RECEIVED 


The receipt of the following books is acknowledged, 
4 this listing must be regarded as a sufficient return 
the courtesy of the sender. Books that appear to be 
= icular interest will be reviewed as space permits. 
Additional information in regard to all listed books 
will be gladly furnished on request. 


Biopsy: Haematology in the light of sternal 
S. J. Leitner, M.D., reader in internal medicine, 
f Berne (Switzerland), and deputy medical 

superintendent, Sanatorium for Tuberculosis, Heiligensch- 

ge Berne. English translation revised and edited by 

C As Britton, M.D., Ch.B., D.P.H., consulting hema- 

tologist to the Prince of Wales’s General Hospital, Tottenham, 

London, and Queen Mary’s Hospital, Roehampton, and E. 

Neumark, M.B., B.S. (Lond.), M.R.C.S., L.R.C.P., lecturer 

‘a pathology, St. Mary’s Hospital Medical School, London. 
g°, cloth, 433 pp., with 194 illustrations and 7 color plates. 
New York: Grune and Stratton, 1949. $8.50. 

Dr. Leitner first published his researches in the Folia 
Haematologica in 1941. This material was thoroughly revised 
and mublished in the German edition, from which this transla- 
tion into English has been made. The monograph is intended 
primarily for clinical use but necessarily contains some tech- 
nical material. The work is based on investigations carried 
out at the medical clinic of the University of Berne, where 
more than 2700 sternal punctures were made on more than 
920 patients. The author is convinced that bone-marrow 
biopsy is of immense practical value in the diagnosis of blood 
disorders and many other diseases. The larger part of the 
text is devoted to disorders of the blood, but there are chapters 
on tumors, liver disease, endocrine disorders and the effects 
of radium and x-rays on bone marrow. The concluding chap- 
ters discuss the metabolism of bone marrow and blood athe, 
the defense reaction of marrow cells and tissue culture of 
marrow cells. Extensive bibliographies are appended to the 
various chapters, and there is a good index. The type and 
printing are good, and the color plates excellent. The printing 
was done in Great Britain. The monograph should be in 
all medical libraries. 


Bone Marrow 
uncture. DY 
University © 


Oral Anatomy. By Harry Sicher, M.D., professor of anatomy 
and histology, Loyola University School of Dentistry, Chicago 
College of Dental Surgery. 4°, cloth, 529 pp., with 310 il- 
lustrations. St. Louis: C. V. Mosby Company, 1949. $15.00. 
The textbook is written primarily for dental students but 
should prove valuable to surgeons interested in the head 
and neck. It is not intended to supplant textbooks on human 
or dental anatomy, but to supplement them. The text is 
divided into two parts — descriptive and regional and applied 
anatomy — and deals with the inet and neck. In the second 
part, among other topics, the anatomy of local anesthesia, 
arterial hemorrhages and ligation of arteries, the propagation 
of dental infections, tracheotomy and laryngotomy and the 
temporomandibular articulation are discussed. There is an 
extensive, conprehensive index. The type, printing and il- 
lustrations are excellent. The book is recommended for all 
medical libraries and should prove valuable to surgeons. 


An Elementary Atlas of Cardiography: An introduction to 
tlectrocardiography and x-ray examination of the heart. By 
H. Wallace-Jones, M.D., M.Sc., F.R.C.P., honorary con- 
sulting physician, Royal Liverpool United Hospital; E. Noble 
Chamberlain, M.D., M.Sc., F.R.C.P., honorary physician, 
Royal Liverpool United Hospital; and E. L. Rubin, M.D., 
F.F.R., D.M.R.E., honorary radiologist, Royal Liverpool 
United Hospital. 8°, cloth, 108 pp., with 99 illustrations. 
Bristol, England: John Wright and Sons, Ltd., 1948. In- 
corporating the third edition of Electrocardiograms. 

This elementary atlas was first published in 1939 as an 
Atlas of Electrocardiography. In this edition it has been en- 
larged to include a section on cardiac radiology. Some re- 
vision of the original text has been made, including the ad- 
dition of records showing Lead CR: in normal and abnormal 
thythms. The section on auricular fibrillation has been 
rewritten in the light of the knowledge gained from this lead. 
The text is divided into two parts: electrocardiography, com- 
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prising fifty pages; and radiography of the heart and large 
vessels, with forty-eight pages. The small atlas has been 
written primarily for beedieas students. The type, printing 
and illustrations are excellent. The lack of an index is re- 
gretted. 


Nursing Care of Neurosurgical Patients. By Roland M. 
Klemme, M.D., professor of surgery, Saint Louis University 
School of Medicine. 8°, cloth, 117 pp., with 61 illustrations. 
Springfield, Illinois: Charles C Thomas, 1949. $3.00. 


This manual for nurses incorporates the lectures of the 
author and is based on years of experience in the care of 
neurosurgical patients. There are chapters on anatomy of 
the brain and spinal cord and on clinical signs and symptoms, 
neuralgias, traumatic head injuries, the spine and spinal cord 
and miscellaneous neurosurgical procedures. The chapters 
on the scrub nurses table, materials and supplies, and on 
instruments for operative procedures, give in detail the layouts 
for the different operations. An appendix provides special 
information of a general character. There is a good index. 
The volume is a fine example of good book making and should 
be included in all collections on neurology and should be in 
all medical libraries. 


Aviation Medicine in Its Preventive Aspects: An historical 
survey. By John F. Fulton, O.B.E., M.D., D.Sc., Sterling 
professor of physiology, Yale University. 8°, cloth, 174 pp., 
with 43 illustrations. New York: Oxford University Press, 
1948. $3.50. 


Dr. Fulton, in 1947, delivered the Heath Clark lectures 
at the London School of Hygiene and Tropical Medicine. 
These lectures are now printed in this small volume and 
constitute a valuable contribution to aviation medicine. The 
five lectures considered altitude sickness and acclimatization 
(the history of oxygen); decompression sickness (the genesis 
of the tissue bubble); pressure cabins and explosive decom- 
pression (the spring of the air); effects of acceleration (dim- 
out and black-out, protective measures); and man and the 
machine (problems of safety in flight). In these various 
lectures Dr. Fulton has outlined the history of the topics from 
the time of Robert Boyle to the present. Each hapa is 
well documented with a long list of pertinent references. 
The publishing is of the highest type. The book should be 
in all public and medical libraries. 


Symptoms in Diagnosis. By Jonathan C. Meakins, C.B.E., 
M.D., D.Sc., LL.D., F.R.S. (Edinburgh), F.R.S. (Canada), 
F.R.C.P. (London), F.R.C.P. (Edinburgh), Hon. F.R.C.S. 
(Edinburgh) and F.R.C.P. (Canada). Second edition. 8°, 
cloth, 542 pp. Baltimore: Williams and Wilkins Company, 
1948. $7.50. 


This standard monograph, first published in 1941, has 
been rewritten for this second edition. More than a third 
of the chapters were written by colleagues of the author. 
The material is arranged according to the organs and systems 
of the body and concludes with a chapter on psychiatry. 
There is a good index, and the publishing is excellent. The 
book should be available to all clinicians and should be in 
all medical libraries. 


An Atlas of Bone-Marrow Pathology. By M. C. G. Israéls, 
M.Sc., M.D., M.R.C.P., lecturer and deputy director, De- 
partment of Haematology, The University and Royal In- 
firmary, Manchester. 8°, cloth, 79 pp., with 3 illustrations 
and 12 plates. Illustrations by D. Davison, medical artist 
to the University of Manchester. New York: Grune and 
Stratton, 1948. $6.50. 


This special atlas consists of fifty-two pages of text and 
twelve excellent color plates. It seeks to provide an accurately 
illustrated account of the bone marrow in health and disease. 
The material is well arranged and deals with the nomenclature 
and development of the blood cells, the technic of sternal 
puncture, the morphology of the marrow cells, the normal 
bone-marrow puncture, bone-marrow changes in disease, 
the bone-marrow in infants and children and differential 
diagnosis and indications for sternal puncture. There is a 
bibliography of seventy-seven titles and also a combined 
index to the text and plates. The printing of text and plates 
was done in Great Britain, 
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The Hospital in Contemporary Life. Edited by Nathaniel W. 
Faxon, M.D., director, Massachusetts General Hospital. 8°, 
$s00 288 pp. Cambridge: Harvard University Press, 1949. 


This symposium by eight Boston authorities comprises the 
following topics: the development of the hospital, the relief of 
suffering, human nature and the understanding of disease, 
the care of the patient, the education of the doctor, how 
medicine grows and its relation to science, unsolved problems 
and the place of the hospital in the social order. There is a 
good index. The book is well published and should be in all 
medical and social libraries. 


Social Medicine: Its derivations and objectives. The New York 
Academy of Medicine Institute on Social Medicine, 1947. 
Edited by Iago Galdston, M.D. 8°, cloth, 294 pp. New York: 
Commonwealth Fund, 1949. $2.75. 

This small volume contains the papers read by twenty-six 
persons at the Institute. The material is divided into seven 
parts: changing concepts of the relation of medicine to society, 
the history of social medicine; social medicine — its differentia- 
tion from and relation to clinical and preventive medicine; 
epidemiology in social medicine; the place of nutrition in 
social medicine; social psychiatry and social medicine; social 
applications of psychiatry; and social medicine—the appeal 
to the common man by Lord Horder. The publishing is excel- 
lent. The lack of an index in a Commonwealth Fund publica- 
tion is surprising. The book should be in all medical and 
social libraries. 


The Physiology of the Eye. By Hugh Davson, D.Sc. (London). 
With a foreword by Sir Stewart Duke-Elder, K.C.V.O., M.A., 
D.Sc., Ph.D., M.D., F.R.C.S. 8°, cloth, 451 pp., with 301 
illustrations. Philadelphia: Blakiston Company, 1949. $7.50. 


This textbook provides in a compact form the information 
on the physiology of the eye and on optics needed by the 
student and optician. The text was printed in Great Britain 
and bound in the United States. The material is well arranged, 
and the printing well done with a good type. The volume 
should prove useful to the persons for whom it was written. 


Flight from Reality. By Norman Taylor. 8°, cloth, 237 pp. 
New York: Duell, Sloan and Pearce, 1949. $3.50. 

This popular book relates the story of the misuse of the 
narcotics, as well as of alcohol, coffee, chocolate and tea. 


NOTICES 


ANNOUNCEMENTS 


Dr. G. Marshall Crawford announces the association of 
Dr. Robert F. Tilley in the practice of dermatology and 
syphilology at 1180 Beacon Street, Brookline. 


Dr. Frank M. Heifetz announces the opening of his office 
pa "4 practice of otolaryngology at 174 Central Street, 
well. 


Dr. Edward J. Twigg announces his association with Dr. 
Philip S. Marcus for the practice of anesthesiology and 
diagnostic and therapeutic nerve blocks at 270 Common- 
wealth Avenue, Boston. 


WOMAN’S AUXILIARY TO SUFFOLK DISTRICT 
MEDICAL SOCIETY 

The November meeting of the Woman’s Auxiliary to the 
Suffolk District Medical Society will be held in Sprague Hall, 
Boston Medical Library, on Thursday, November 3, at 
2:30 p.m. The speaker for the afternoon wil! be Dr. Arthur 
W. Allen, president of the Massachusetts Medical Society. 
Tea will be served after the meeting. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Oct. 27, jy 


NEW ENGLAND HOSPITAL FOR WOMEN 4y 
CHILDREN 


The monthly clinical conference and meeting of the y 
of the New England Hospital for Women and Children gd 
be held in the classroom of the Nurses’ Residence on Thy 
day, November 3, at 7:15 p.m. Dr. Langdon Parsons yj 
speak on the subject “Present-Day Concept of Carcinog! 
of the Cervix.” Dr. Rosemary Nelson will be chairms 


NEW ENGLAND CARDIOVASCULAR SOCIETY 


A meeting of the New England Cardiovascular og 
will be held at the Massachusetts General Hospital, Bog 
on Monday, November 7, at 8:15 p.m., Dr. Edward F, Bly 
presiding. 


PROGRAM 


The Blood and Interstitial Fluid Volumes after Symp 
thectomy for Hypertension. Dr. Fiorindo A. Simeone 

A Study of the Castrate Male: Its contribution to cardp 
vascular research. Dr. Menard M. Gertler and Stanly 
M. Garn, Ph.D. 

The Clinical Response of Rheumatic Fever and Acw 
Carditis to ACTH. Drs. Benedict F. Massell, Joseph 
Warren, George P. Sturgis, Buford Hall and Erne 
Craige. 

Further Experience with a Venous Shunt for Advanegd 
Mitral Stenosis. Drs. Edward F. Bland and Richard} 
Sweet. 

Electronic Mapping of the Heart. Drs. Conger William 
and Fred Alexander and Stanford Goldman, Ph.D. 


The National Heart Program: A progress report. Dr. Pa 
D. White. 


Interested physicians and medical students are cordially 
invited to attend. ‘ 


NATIONAL TUBERCULOSIS ASSOCIATION 


The forty-sixth annual meeting of the National Tuber 
culosis Association will be held April 24-28, 1950, at the 
Hotel Statler, Washington, D. C. The American Trudea 
Society, the Medical Section of the Association, and th 
National Conference of Tuberculosis Secretaries, an organize 
tion of public-health workers, will meet concurrently with 
the Association. 

Fhe medical sessions will be devoted to four major fields: 
the chemotherapy of tuberculosis, surgical aspects of tuber 
culosis, laboratory investigations and nontuberculous disease 
of the chest. Tentative plans for the public-health session 
include discussion of the nonhospitalized patient, evaluation 
of community-wide programs, elements in a community 
health program and new developments in community health 
organization. 

Both scientific and public-health exhibits will be displayed 
throughout the meeting. : 

Further information may be obtained from the Nationd 
Tuberculosis Association, 1790 Broadway, New York 19, 
New York. 


EDWARD K. DUNHAM LECTURES 


Christopher Howard Andrewes, F.R.S., head of the De 

artment of Bacteriology and Virus Research at the Nationé 
leathite for Medical Research, Hampstead, London, wil 
deliver three lectures in the amphitheater of Building D, 
Harvard Medical School, at 5 p.m., on the general subject 
“Adventures among Viruses,” under the Edward K. Dunham 
Lectureship for the Promotion of the Medical Sciences. The 
dates and subjects of the lectures are as follows: 


Thursday, November 3. Some Properties of Viruses. 
Tuesday, November 8. Epidemic Influenza. 
Thursday, November 10. The Puzzle of the Common Cold. 


(Notices concluded on page xv) 
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